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KHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #1 



SUBJECT: Health of older people in 
rural and urban locations 



Attached is health data on older 
people in three locations--Ohio, 
Oregon, and Kentucky. This infor- 
mation is extracted from a United 
States General Accounting Office 
report to the United States Senate 
Special Committee on Aging* Page 
3 describes the health status of 
the older people and page 4 
describes the number of illnesses 
greatly interfering with daily 
living activities. 



SOURCE "Comparison of Well -Being of Older 
OF DATA- People in Three Rural and Urban 

Locations", United States General 
Accounting Office report, HRD-80- 
41, dated February 8, 1980. 
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QUESTIONS AND ANSWERS ABOUT PEOPLE 



6 5 YEARS OLD AND OLDER 

IN THREE LOCATIONS 

DESCRIPTION OF DATA BASES 

The data for our comparative analyses come fron three 
studies that included information about peoole 65 years old 
and older not residing in institutions. The older people in 
the samples lived in Cleveland , Ohio; Lane County, Oregon? 
and the* Gateway ileal th District, northeastern Kentucky. 
Usinq U.S. Bureau of Census definitions of rural and urban, 
we classified the data from Cleveland as urban, the data 
from Lane County as rural and urban, and the data from 
northeastern Kentucky as rural. 

In our comparative analyses we applied appropriate sta- 
tistical tests to determine if the differences we observed 
between locations were statistically sianif icant . These 
statistical tests consider the sample sizes. When we state 
differences between locations in answerina the auestions* 
these differences are statistically significant. 

Althouqh the older people in the three locations were 
interviewed at different times, our statistical procedure 
made it possible to compare the information. We did not 
compare people by income, sex, or race because the LOtal 
number of people in these comparisons was too small to be 
statistically meaningful. 

Cleveland, Oh io 

We took a statistical sample fron over 80,000 people in 
Cleveland who were 65 years old and older and were not in in- 
stitutions, such as nursing homes. In our study, 1,609 older 
people were interviewed by Case Western University in 1975, 
and* 1,311 were reinterviewed a year later. This analvsis 
uses data on the 1,311 older people interviewed in 1976. 7 *e 
refer to these people in the analyses as urban Cleveland. 

Lane Coun t y, Oregon 

The Lane County study was conducted bv the University 
of Oreqon and the Lane County Community Health and Social 
Services Department. The Oreqon study was initiated to 
develop a comprehensive data base for planninq proarams 
for persons 50 years old and older livina in the countv. 
The county, located in west-central Oreqon, contains two 



1 



4 



adjacent cities, Eugene and Spr inaf ield , that had a 1976 
combined populationof about 132,000 (54 percent of the 
county). The county also contains four other incorporated 
areas each with a population over 2,500. 

The selection process for the Oregon study involved a 
statistical sample of 1,197 people from six subareas of the 
countv. The people sampled were interviewed in 1978. Data 
from the study are to be used for plannina and evaluation 
with a capability to study rural and urban differences. 

We segregated data on 868 persons 65 years old and older 
from the Lane County sample. We divided these data into 
three groups, which we refer to as rural Lane County, Oregon; 
urban Lane County, Oregon? and Lane County, Oreoon (town). 
They are described as follows: 

-•Rural Lane County, Oreqon — 426 older oersons who live 
in unincorporated areas consisting of farms, timber- 
land, or open space or in incorporated areas with a 
population less than 2,500 people. 

— Urban Lane County, Oreaon — 318 older persons who live 
within the corporation limits of Euaene and Sprina- 
field, Oregon. Over 60 percent of Lane County's 
residents who are 65 vears old and older live in 
these two cities. 

—Lane County, Oreaon (town)— -124 older persons who live 
in three small towns — Florence, Cottaqe Grove, and 
Oakridqe. These towns have populations of 3,050, 
6,900, and 3,930, respectively. 

Gateway Hea lth District, Kentucky 

The Gateway Health District studied the demoqraphic 
characteristics and needs of people 60 years old and older 
livinq in the district. This district consists of five 
counties in northeastern Kentucky (Bath, Menifee, Montqomerv, 
Moraan, and Rowan) within the Cumberland Plateau. The dis- 
trict is a severely economically depressed rural area con- 
sisting of small communities and homes dispersed over a 
large area of mountainous terrain in Appalachia. In 1970, 
this five-county area had a population of 55,678. 

A statistical sample of people 60 years old and older 
living in the five-county area was selected for interviews. 
This samde included people from rural and urban areas and 
people in institutions. People not in institutions were 
interviewed in 1977. Data on 128 people 65 years old and 



older , not in institutions and living in an unincorporated or 
incorporated areas of fewer than 2,500 people, were seqreoated 
by us front this sample and used in our comparative analyses. 
We refer to these 128 people as rural northeastern Kentucky. 



QUESTIONS AND ANSWERS 



1. Question ; what is the well-beina (personal conditions) 
of older people living in the three locations? 

Answe r: We defined, measured, and compared selected 
personal conditions—health, security, loneliness, and out- 
look on life— for older people livinQ in the three locations. 
The comparisons showed that for all four conditions, older 
people in rural northeastern Kentucky were in a sianif icantly 
worse condition than older people elsewhere. Over half the 
people in rural northeastern Kentucky were in * ,e worst over- 
all condition, compared to 21 percent in Cleveland and 17 per- 
cent or less in rural and urban Lane -Countv, as shown in the 
following table. 



Level of 
conditions 
( note j ) 



Urban Lane R ural 

Lane" County, Lane" North-* 

County, Oreaon County, eastern 

Cle veland Oreoon (town) Oregon Kentu cky 

(percent) — 



Health: 



Best 


51 


57 


51 


52 


28 


Marginal 


28 


27 


29 


27 


25 


Worst 


-21 


16 


20 


21 


47 


Security: 












Best 


53 


64 


65 


60 


24 


Marginal 


25 


22 


24 


25 


28 


Worst 


22 


14 


11 


15 


48 


Lonel iness • 












Best 


60 


73 


68 


66 


39 


Marginal 


23 


19 


22 


25 


32 


Wors"; 


12 


8 


10 


0 


29 


Outlook on life: 












Best 


25 


35 


26 


29 


11 


Marqinal 


51 


46 


54 


49 


45 


Worst 


24 


19 


20 


22 


• 44 


Overall: 












Best 


31 


44 


33 


37 


9 


Marginal 


48 


40 


56 


46 


3G 


Worst 


21 


16 


11 


17 


53 



a/For a description cf conditions and level of conditions, see 
~" enclosure II 



Older people in urban Lane County were in a significantly 
better personal condition than older people in Cleveland at 
all levels. For example , 44 percent of the people in urban 
Lane County were in the best overall condition , compared to 
31 percent - in Cleveland. 

Also, older people in rural Lane County were in a better 
personal condition than older people in Cleveland at the 
security, loneliness, and overall levels. For example, 
60 percent of the older people in rural Lane County were in 
the best security condition, compared to 53 percent in 
Cleveland • 

Illnesses contributed to the worse overall personal 
condition of people in rural northeastern Kentucky. We 
focused our analyses on illnesses that interfered a grea t 
deal with a person's activities of daily living. Activities 
of daily living include preparina meals, bathinq, walking, 
eatinq, and shoppinq. One of every three older people 
(34 percent) in rural northeastern Kentucky had three or 
more illnesses, compared to 1 of 11 older peoole (9 percent) 
in rural Lane County and Cleveland* as shown in the followinc 
table. 



Number of 
illnesses 
greatly inter- 
fering with 
daily living 
activities 



Urban 



Cleveland 



Lane 
County, 
Oreoon 



Lane 
County, 
Orecon 
{ t own ) 

(percent) - 



Rural 



Lane 
County, 
Oreaon 



North- 
eastern 
Kentuckv 



None 


63 


65 


66 


60 


37 


One 


19 


23 


19 


22 


19 


Two 


9 


8 


10 


9 


10 


Three or more 


9 


'4 


__5 


__9 


-34 


Total 


100 


100 


100 


100 


100 



People 75 years old and older tended to have more ill- 
nesses that interfered with activities of daily living. For 
example, a higher percentage of people 75 years old and older 
had illnesses* interfering with activities of daily living, 
compared to people 65 to 74 years old at all locations, aS 
shown in the following table. 



Number of 
illnesses 
greatly inter- 
fering with 
daily living 
activities 



Urban 



Cleve- 
land 



Lane 
County , 
Oregon 



Lane 
County , 
Oregon 
( town ) 

(percent) 



Rural 



Lane 


North- 


County 9 


eastern 


Oreqon 


Kentucky 



None: 

65 to 74 years 

old 68 
75 years old 

and older 56 

One : 

65 to 74 years 

old 18 
75 years old 

and older 21 
Two or more: 

65 to 74 years 

old 7 
75 years old 

and older 13 
Three or more: 

65 to 74 years 

old 7 
75 years old 

and older 10 



70 
57 

20 
28 

7 
10 

3 
5 



75 
53 

14 

27 

8 
12 

3 
8 



. 67 
48 

19 

27 

7 

13 



48 

20 

17 
21 

9 
12 

26 
47 



In northeastern Kentucky, a greater percentage of people 
75 years old and older had three or more illnesses compared 
to the other locations. As shown , 47 percent of the people 
75 years old and older in northeastern Kentucky had three or 
more illnesses, compared to 12 percent or less at all other 
locations . 

Mental impairments and arthritis most frequently inter- 
fered with activities of daily living. As shown in the 
following table, the percentage of people with mental im- 
pairments interfering with activities ranged from 10 percent 
in urban Lane County to 37 percent in northeastern Kentucky. 
For arthritis, the r »nge was from 14 percent in urban Lane 
County to 34 percent in Kentucky. 



Illness 
greatly inter- 
fering with 
activities 



Mental impair- 
ment 
Arthritis 
Circulation 
Heart trouble 
High blood 
pressure 
Stroke 



Urban 



Cleveland 



Lane 
County t 
Oreoon 



Lane 
County , 
Oregon 
(town) 

(pe rcent) 



Rural 



12 
18 
10 
7 

5 
4 



10 
14 
5 
5 

4 

2 



10 
15 
5 
5 

5 
2 



Lane 


North- 


County , 


eastern 




Kentucky 


14 


37 


20 


34 


7 




8 


20 


3 


16 


2 


5 



2. Question : What percentages of older people in the three 
locations are impaired? that is K people who are unable 
to do one or more daily tasks even if helped? 



Answer: 



Older oeople in rural and urban Lane 
were less impaired than peoole in either Cleveland 
northeastern Kentucky, We defined impairment 



County 
or rural 
terms of a 

person's 'abil ity to perform activities of dailv livina. If 



in 



if 



older people could not do one or more of these tasks even 
helped , they were considered impaired. As shown in the 
following table , the percentage of oeople 65 years old and 
older who were impaired in rural and urban Lane County is 
less (7 to 10 percent) than the percentages in Cleveland 
(15 percent) and in rural northeastern Kentucky (17 percent) 



Urban 



Ability to do 
dailv tasks 



Can do all 

without help 
Can do all, 

but only with 

help in one 

or more 
Cannot do one 

or more even 

with help 



Cleveland 



Lane 
County t 
Oreoon 



Lane 
County, 
Oregon 
(town) 

(percent) 



Rural 



59 

26 

JL5 
100 



75 

18 

_7 
100 



68 

26 
6 

100 



Lane 


North- 


County . 


eastern 


Oreaon 


Kentucky 


74 


35 


16 


4R 


_10 


JL7 



100 



100 



6 



Because age affects a person's ability to do daily 
tasks, we analyzed the samples by comparing two age groups, 
65 to 74 years old and 75 years old and older. At all 
locations, a greater percentage of people 75 years old and 
older needed assistance in daily tasks than people 65 to 
74 years old. For example, 28 percent of the people 65 to 
74 years old in Cleveland either needed some help or were 
totally unable to do one or more active daily living tasks. 
Of the people 75 years old and older in Cleveland, 56 percent 
needed help — twice the percentage of the younger group. The 
table below shows the comparative ability to do daily tasks 
for the Cwo age groups. 



Ability to do 
daily tasks 



Urban 



Lane 
Cleve- County, 
land Oregon 



Lane 
County , 
Oregon 
( town ) 

(percent)- 



Rural 



Lane North- 
County, eastern 
Oreaon Kentucky 



Can do all 
without help: 
65 to 74 years 
old 

75 years old 
and older 



72 
44 



63 
61 



85 
43 



81 

60 



48 

16 



Can do all, but 
only with help 
in one or more: 
65 to 74 years 
old 

75 years old 
and older 



12 
29 



14 



45 



14 

22 



46 
51 



Cannot do one or 
more even with 
help: 

65 to 74 years 
old 

75 years old 
and older 



5 
10 



1 
12 



5 
18 



6 
33 



7 
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ENCLOSURE I 



ENCLOSURE 1 



DEMOGRAPHIC CHARACTERISTICS OF SAMPLES 

Urban Lane Rural 

Lane County, Lane North- 
County , Oregon County , eastern 
Characteristics Cleveland Oregon (town) Oregon Kentucky 















Sex : 












Male 


38 


43 


40 


50 


30 


r em axe 






60 


50 


70 


Age : 










60 


65-74 


54 


65 


59 


64 


75 and older 


46 


35 


41 


36 


40 


Education; 






_ 






Less than 












12 years 


75 


53 


56 


62 


S7 


12 years or 












more 


25 


47 


44 


38 


13 


Race: 












wn i te 






i on 


y o 




Black 


23 


i 


0 


2 


2 


Marital status: 












Married 


38 


59 


55 


67 


61 


Widowed 


48 


32 


40 


25 


37 


Single 


-14 


9 


5 


8 


2 


Income : 












Less than 










52 


$3,000 


32 


13 


15 


14 


$3,000 to 










40 


$6,999 


50 


44 


50 


51 


More than 












$7,000 


13 


43 


35 


35 


8 


Sample size 


1,311 


318 


124 


426 


128 



8 
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ENCLOSURE II 



METHODOLOGY 

The information contained in this report is based on our 
study of the personal conditions of older people in Cleveland, 
Ohio. Five other reports have been issued on this study en- 
titled (1) "The Well-Being of Older People in Cleveland, Ohio" 
(HRD-77-70, Apr. 19, 1977), (2) "Conditions of Older People: 
National Information System Needed" (HRD-79-95, Sept. 20, 
1979), (3) "Home Health — The Need for a National Policy to 
Better Provide for the Elderly" (HRD-78-19, Dec. 30, 1977), 
(4) "Conditions and Needs of People 75 Years Old and Older" 
(HRD-80-7, Oct. 15, 1979), and (5) "The Potential Need for 
and Cost of Conqregate Housing for Older People" (HRD-80-8, 
Oct. 15, 1979). Following are the details of the data gather- 
ing and analytical methodology from the two-phase studv. 

WELL-BEING STATUS AND 
SERVICES DATA BASES 

We took a sample from over 80,000 people in Cleveland, 
Ohio, who were 65 years old and older and were not in in- 
stitutions, such as nursing homes. In our study, 1,609 older 
people were interviewed by Case Western Reserve University 
personnel from June through November 1975. A year later, 
1,311 of these older people were re interviewed . 

In interviewing, we used a questionnaire containing 
101 questions developed by a nultidisciplinary team at the 
Duke University Center, in collaboration with HEW's Adminis- 
tration on Aging, former Social and Rehabilitation Service, 
and Health Resources Administration. The Questionnaire con- 
tains questions a*out an older person's well-beinq status in 
five areas of functioning— social , economic, mental, physical, 
and activities of daily livinq. 

To identify factors that could affect the well-beinq of 
older people , we 

—developed specific definitions of services beina pro* 
vided to older people and dimensions for guantifyina 
the services; 

— identified the providers of the services — families and 
friends, health care providers, and over 100 social 
service agencies; 
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—obtained information about the services provided to 
each person in our sample and the source and in- 
tensity of these services? and 

—developed an average unit cost for each of the 
28 services. 

In defining and quantifying the services, we used a for- 
mat developed by the Duke University Center to define 28 dif- 
ferent services. These services are defined in appendix V 
of our prior report. 1/ Services are defined accordinq to 
four elements: purpose, activity, relevant personnel , and 
unit of measure. For example, meal preparation was defined 
as follows: 



Purpose: To regularly prepare meals for an 

individual • 

Activity: Meal planning, food preparation, and 

cooking . 



Relevant 

personnel.' Cook, homemaker, family member. 

Unit of 

measure : Meals . 

Examoles: Meals provided under 42 U.S.C. 3045 

(supp. V, 1975) 9 the Older Americans Act, 
and meals-on-wheels programs. 

To quantify the service, we used the unit of measure alona 
with the duration, or number of months, during which the 
service was received. 



We also developed an average unit cost for each service 
based on the experience of 27 Federal, State, local, and 
private agencies in Cleveland between October 1976 and March 
1977. We compared these costs to similar costs in Chicaao, 
Illinois, and Durham, North Carolina. As discussed in our 
prior report, the family and friends are also important 
sources of services. In their absence, any services received 
would have to be from an agency. Therefore, we assianetf the 
same cost to family and friend services that we found for 
agencies • 



l/"The Well-Beinq of Older People in Cleveland, Ohio,* 
~ April 19, 1977, HRD-77-70. 
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Each piece of data was collected so that it could be 
related to an individual in our sample. This included the 
questionnaire data, data on the 28 services provided by 
social service agencies, and data on the services provided 
by health care providers. By relatinq these data to the in- 
dividual, we were able to do comparative analyses of sampled 
older people for over 500 different variables, 

ANALYTICAL T E CHNIQUES 

In our prior report, we combined the five areas of 
functioning — (1) social, (2) economic, (3) mental, (4) phy- 
sical, and (5) activities of daily living — into a well-being 
status because we wanted to consider the entire person. We 
described veil-being status as (1) unimpaired, (2) sliohtly 
impaired, (3) mildly impaired, (4) moderately impaired, 
(5) generally impaired, (6) greatly impaired, (7) very 
greatly impaired, or (8) extremely impaired. 

The Duke University Center's questionnaire is uniaue in 
that data from the questionnaire can be aggreqated into a 
number of useful measures, each with a specific purpose. 
As previously discussed, the questionnaire can provide a 
five-dimensional functional assessment or be combined into 
a well-being status that we used in our first report. This 
assessment was not designed, however, for determining the 
benefits of help for older people. Through our analyses . we 
were able to develop useful measures of personal conditions 
of, problems of, and help available to older peoole. The 
conditions of older people used in this report — health, 
security, lonel iness , -and outlook on life — are described on 
the following page. 

Health condition 

An older person's health condition is the ability to do 
daily tasks. In categorizing a person's ability to do daily 
tasks, we considered his or her responses to questions on 
13 different tasks. For example, regarding meal preparation, 
each person was asked "Can you prepare your own meals * * * 
without help, with some help, or are you completely unable 
to prepare any meals?" We then categorized each person based 
on the number of the 13 tasks they needed some help with or 
were completely unable to do. For most of this report we 
used three categories — (1) can do all 13 tasks without helo, 

(2) need help with one or more but can do all with help, and 

(3) cannot do any even with help. 
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ENCLOSURE II 



ENCLOSURE II 



If an older person is not in the best health condition, 
illnesses were used in defining the person's problems. In 
categorizing an older person's illness situation , we con- 
sidered whether an older person had any of 27 different ill- 
nesses, including mental illnesses, and how much the illness 
interfered with his or her activities. For example, each 
person was asked if he or she had heart trouble. If the 
person said H yes," he or she was then asked "how much does it 
interfere with your activities — not at all, a little (some), 
or a great deal?" We then categorized each person based on 
the number of illnesses that interfered with his or her ac- 
tivities a great deal. For most of this report we used three 
categories — (1) those with no illnesses bothering them a great 
deal, (2) those with one, and (3) those with two or more. 

Secur i ty condition 

A person's security condition can be described by how 
often a person worries. How often a person worries can be 
related to the amount of income and careaiving help a person 
receives. In developing a person's security condition , we 
used the following question in the questionnaire: 

--"How often would you say you worry about things- 
very often, fairly often, or hardly ever?" 

In defining security problems, we used the followina three 
questions. To define a money problem, we asked: 

— "How well does the amount of money you have take 
care of your needs — very well, fairly well, or 
poorly?" 

And these questions were used in defining caregiving problems: 

— H Is there someone who would give you any help at all 
if you were sick or disabled? If 'yes, 1 * * 

— "Is there someone who would take care of you as long 
as needed, or only a short time, or only someone who 
would help you now and then * * *?" 

Loneliness condition 

A person's loneliness condition was identified using 
the following question: 
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— "Do you find yourself feeling lonely quite often , 
sometimes, or almost never?" 

The information for identifying loneliness problems was 
obtained from the following questions: 

— "About how many times did you talk to someone — 
friends, relatives , or others — on the telephone in 
the past we^k?" 

— "How many times during the past week did you spend some 
time with someone who' does not live with you * * * not 
at all, once, two to six times, once a day or more?" 

Using these questions, the following table shows infor- 
mation combined to establish a loneliness problem variable 
called social contacts. 



How often a week visits wirh someone 
Once a Two to Not 



How often a week day or six at^ 

ta lks on telephone more time s Once all 



Hiah Hiah Medium Med ium 



Once a day or 

more 
Two to six 

times High Medium Medium Low 

Once Medium Medium Low Low 

Not at all Medium Low Low Low 

Using high, mediant, and low activity as a measure of intensity 
of social contacts, this variable was related to loneliness 
condition. 

Outlook on life condition 

The outlook on life condition is obtained by definina 

life view using information from the questions shown in the 
following table. 

Feel useless at times 
Life is generally Yes N£ 

Excitinq Fair Good 

Pretty routine Poor Fair 

Dull p o° r Fair 
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Using this information, we were able to define three levels 
of outlook on life condition— qood, fair, and poor. 

Overall condition 

Because a person is at all times in some overall condi- 
tion which results from the integration of each of the. four 
conditions, we constructed a composite condition of a person 
illustrated as follows. 



Health 
condition 



t 



Outlook 
on life 
condition 



Overall 
condition 



Security 
condition 



Lonel iness 
condition 

Our methodoloqy and analytical rer-ults show that a usefu 
measure of the conditions of a person can be developed. In 
some instances, such as the outlook on life condition, the 
amount of data for constructing this variable is minimal. 
Nevertheless, methodological concepts and analytical results 
show the existence of this condition. Further, our measures 
are logically equivalent to the five-dimensional functional 
assessment used in our prior report based on the Duke Univer- 
sity Center's questionnaire. The health condition is equiva- 
lent to the mental, physical, and activities of daily livina 
dimensions; the security condition is related to the economic 
dimension; and the loneliness condition is related to the 
social dimension. 
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.WHITE HOUSE CONFERENCE ON AGING 



•INFORMATION BRIEF #2 



SUBJECT: Services to older people 

in urban and rural locations 



Attached is information on 
services for older people in 
three locations—Ohio, Oregon, 
and Kentucky. This informa- 
tion is extracted from a United 
States General Accounting Office 
report to the Federal Council 
on Aging. Page 3 describes 
transportation services, page 6 
housing , and page 7 supplemental 
security income, food stamps, 
and Medicaid. 



SOURCE "Comparison of Data on Older 
OF DATA: People in Three Rural and Urban 
Locations", United States 
General Accounting Office 
report, HRD-80-83, dated 
May 23, 1980. 



1 ( J 



QUESTIONS AND ANSWERS ABOUT PEOPLE 



65 YEARS OLD AND OLDER 

IN THREE LOCATIONS 

DESCRIPTION OF DATA BASES 

The data for our comparative analyses come from three 
separate studies that included information about people 65 
years old and older not residing in institutions* The older 
people in the samples lived in Cleveland, Ohio; Lane County, 
Oregon; and the Gateway Health District, northeastern Ken- 
tucky. Using Bureau of Census definitions of rural and 
urban, ve classified the data from Cleveland as urban, the 
data from Lane County as rural and urban, and the data from 
northeastern Kentucky as rural* 

In our comparative analyses we applied statistical tests 
to determine if the differences we observed among locations 
were statistically signif icant . These statistical tests con- 
sider the sample sizes. When we state differences between 
locations in answering the questions, these differences are 
statistically significant. 

Although the older people in the three locations were 
interviewed at different times, our statistical procedures 
made it possible to compare the information. We did not 
compare people by income, sex, or race because the total 
number of people in these comparisions was too small to be 
statistically meaningful • 

* 

Cleveland/ Ohio 

We took a statistical sample of people from over 80,000 
people in Cleveland who were 65 years old and older and were 
not in institutions, such as nursing homes. In our study, 
1,609 older people were interviewed by Case Western University 
in 1975 and 1,311 were reinterviewed a year later. Our anal- 
ysis used data on the 1,311 older people interviewed in 1976. 
We refer to these people in the analyses as urban Cleveland. 



Lane County . Oregon 



The Lane County study was made by the University of 
Oregon and the Lane County Community Health and Social 
Services Department. The study was initiated to develop a 
comprehensive data base for planning programs for persons 
60 years old and older living in the county . The county, 
located in west-central Oregon, contains two adjacent cities, 
Eugene and Springfield, which had a 1976 combined population 
of about 132,000 (54 percent of the county's population). 
The county also contains four other incorporated areas, 
each with a population over 2,500. 

The selection process for the Oregon study involved a 
statistical sample of 1,197 people from six subareas of the 
county. The people sampled were interviewed in 1978. Data 
from the study are to be used for planning and evaluation 
with a capability to study rural and urban differences. 

We segregated data cn 868 persons 65 years old and older 
from the Lane County sample. We divided the data into three 
groups, which we refer to as rural Lane County, Oregon; urban 
Lane County, Oregon; and Lane County, Oregon (town). They 
are described as follows: 

— Rural Lane County, Oregon — 426 older persons who live 
in unincorporated areas consisting of farms, timber* 
land, or open space or in incorporated areas with 
populations of fewer than 2,500 people. 

— Urban Lane County, Oregon — 318 older persons who live 
within the corporation limits of Eugene and Spring- 
field, Oregon. Over 60 percent of 'Lane County's res- 
idents who are 65 years old and older live in these 
two cities. 

—Lane County, Oregon (town)— 124 older persons who 
live in three small towns — Florence, Cottage Grove, 
and Oakridge. These towns have populations of 3,050, 
6,900, and 3,930, respectively. 
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Gateway Health District, Kentucky 

The Gateway Health District studied the demographic 
characteristics and needs of people 60 years old and older 
living in the district. This district consists of five 
counties in northeastern Kentucky (Bath, Menifee, Montgomery, 
Morgan, arid Rowan) within the Cumberland Plateau. The dis- 
trict is a severely economically depressed rural area con- 
sisting of small communities and homes dispersed over a large 
area of mountainous terrain in Appalachia. In 1970, this 
area had a population "of 55,678. 

A statistical sample of people 60 years old and older 
living in the five-county area was selected for interviews. 
This sample included people from rural and urban areas, and 
people in institutions. People not in institutions were in- 
terviewed in 1977. Data on 128 people 65 years old and older, 
not in institutions and living in unincorporated or incor- 
porated areas of fewer than 2,500 people, were segregated 
by us from this sample and used in our comparative analyses. 
We refer to these 128 people as rural northeastern Kentucky. 



All three studies used the Older Americans Resources and 
Service Questionnaire developed by a multidisciplinary team 
headed by Dr. George Maddox and Dr. Eric Pfeiffer at the Duke 
University Center for the Study of Aging and Human Develop- 
ment. During a personal interview, the older people in the 
three studies replied to 101 questions about their well-being 
in five areas of functioning — social, economic, mental, 
physical, and activities of daily living. Data from these 
interviews were used to answer the following questions. 
The questions are grouped by subject areas — transportation, 
housing, income, and employment. 
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Answer ; In northeastern Kentucky, 57 percent of 
the older people received transportation from family and 
friends* In Lane County, most of the older people provided 
their own transportation (ranging from 51 to 61 percent). 
In Cleveland, 52 percent of the older people received trans* 
portation from two or more sources, as shown in the follow- 
ing table. 



Sourcrf of 
transportation 



Urban 



Cleveland 



Lane 
County, 
Oregon 



Lane 
County , 
Oregon 
(town) 



Rural 



Lane North- 
County, eastern 
Oregon Kentucky 



4 percent )- 



None 



One source: 

Self 13 51 61 54 29 

Family and 

friends 25 20 32 25 57 

Public and 
private 

agencies 9 4 0 2 3 



Two or more 
sources: 

Family and 
friends 
and self 

Agency and 
family and 
friends 

Agency and self 

All other possi- 
ble combina- 
tions 

Total 



11 
6 



1 

100 



6 
1 



0 

100 



12 



3 
3 



0 

100 



6 
0 



0 

100 



2. Question : vmat percentages of older people in the 
three locations provided their own transportation? 

Answer: Most people in Lane County, Oregon (ranging 
from 62 to 69 percent), provided all or some of their own 
transportation. In Cleveland and northeastern Kentucky, how- 
ever, 58 and 68 percent, respectively, provided none of their 
own transportation, as shown in the table on the following 
page . 



Trans- 
portation 
provided 
by self 



Urban 



Cleveland 



Lane 
County , 
Oregon 



Lane 
County, 
Oregon 
(town) 



Rural 



Lane 
County , 
Oregon 



North- 
eastern 
Kentucky 



All 


13 


"} 


Some 


29 


14' 


None 


58 


35 


Total 


100 


100 




54« 



29 



69 



1' 


15' 


3 


38 


31 


68 


100 


100 


100 



3. Question : Did older people feel they needed more 
transportation than was available? 

Answer : Older people in Cleveland (17 percent) and 
northeastern Kentucky (20 percent) were more likely to ex- 
press a need for more transportation than those in Lane 
County (8 percent or less), as shown in the following table. 



Urban Lane Rural 

Lane County, Lare North- 
County, Oregon County, eastern 
Cleveland Oregon ( town ) Oregon Kentucky 

( percent ) 

17 8 2 4 20 

83 92 98 96 80 

Total 100 100 100 100 100 

4. Question ; Did older people living in rural locations 
make fewer weekly trips (visiting friends, going shopping, 
going to the doctor, etc.) than people living in urban loca- 
tions? 



Expressed 
need for 
more trans- 
portation 



Yes 
No 
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Answer: Older people living in rural locations made 
significantly fewer weekly trips than urban people. Greater 
percentages of older people living in rural Lane County and 
northeastern Kentucky— 78 percent and 85 percent, respectively— 
made three or fewer trips weekly, compared to 63 percent in 
Cleveland and 52 percent in urban Lane County, as shown in 
the following table* 



Number 
of trips 
(weekly) 



None 

One to three 
trips 



Urban 



Cleveland 



I- 

40' 



Lane 
County, 
Oregon 



Lane 
County, 
Oregon 
(town) 



"i 



52 



-(percent)- 
18, 

59' 



Rural 



Lane 
County, 
Oregon 



North- 
eastern 
Kentucky 



24} 



54 



31 7 

|85 
54^ 



Four or more 
trips 

Total 

Housing 



37 
100 



48 
100 



23 



100 



22 
100 



15 
100 



1. Question : What percentage of the older people owned 
homes? 

Answer : Fewer older people owned homes in Cleveland 
than in Lane County or northeastern Kentucky. As shown in the 
following table, 51 percent owned homes in Cleveland, compared 
to 79 percent or more in the other locations. 



Urban 



Home 
owner- 
ship 



Owned 
home 



Cleveland 



51 



Lane 
County, 
Oregon 



88 



Lane 
County , 
Oregon 
(town) 



Rural 



Lane 
County, 
Oreoon 



4 percent }- 
79 



88 



North- 
eastern 
Kentucky 



84 



Did not 

own home 49 

Total 100 



12 
100 



21 
100 



12 
100 



16 
100 
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In Cleveland, 61 percent of the unmarried older people 
rented housing or lived in public housing, the highest for 
all locations. Of these, 51 percent rented housing and 10 
percent lived in public housing. In all locations married 
people had higher home ownership than unmarried people. 
For example, in Cleveland 70 percent of the married people 
owned homes, compared to 39 percent of those not married, 
as shown in the following table. 1/ 



Location 



Cleveland 



Urban Lane 
County, 
Oregon 



Marital 
status 



Married 
Not married 

Married 
Not married 



Did not own home 
Owned Rental Public 
home housing housing 



70 
39 

94 
79 



-( percent )- 




Total 



100 
100 

100 
100 



Rural Lane 
County, 
Oregon 



Married 
Not married 



Northeastern Married 
Kentucky Not married 



92 
77 



85 
82 



7 
23 



15 
18 



1 

0 



0 
0 



100 
100 



100 
100 



l/The sample size in Lane County (town) was not large enough 
for this analysis. 



• Question : What percentages of older people received 
Supplemental Security Income, food stamps, and/or Medicaid? 

Answer: Older people in northeastern Kentucky were 
more likely to receive Supplemental Security Income, food 
stamps, and/or Medicaid and often from more than one source 
compared to the other locations. As shown in the table on 
the following page, 28 percent of the older people in north- 
eastern Kentucky received such aid (17 percent from two or 
three sources), compared to a range of 3 percent in Lane 
County (town) to 13 percent in Cleveland. 
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Urban 



Aids 
received 



None 
One 
Two 
Three 



Cleveland 



87 
10^ 



Total 



100 



Lane 

Lane County, 

County, Oregon 

Oregon ( town ) 



Rural 



Lane North- 
County, eastern 
Oregon Kentucky 



-< percent )- 



89 

10^ 
1 ^11 
0. 



97 

}" I) 3 D 



91 



73 



100 



100 



100 



100 



Analysis of the homeowners receiving Supplemental 
Security Income, food stamps, and/or Medicaid shows that 23 
percent of the homeowners in northeastern Kentucky received 
aid, compared to a range of i percent in Lane County (town) 
to 9 percent in urban Lane County, as shown in the following 
table* 



Home- 
owners 
received 
aid' 



Urban 



Cleveland 



Lane 
County, 
Oregon 



Lane 
County , 
Oregon 
(town) 



Rural 



Lane North- 
County, eastern 
Oregon Kentucky 



-(percent)- 



Yes 


6 


9 


1 


7 


23 


No 


94 


91 


99 


93 


77 


Total 


100 


100 


100 


100 


100 


Number 

in sample 

owning 

homes 


656 


276 


95 


367 


104 


Percent of 
total 
sample 


51 


88 


79 


88 


84 
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DEMOGRAPHIC CHARACTERISTICS OF SAMPLES 



Urban 



Character- 
istics 



Lane 
Cleve- County , 
land Oregon 



Lane 

County , 

Oregon 

(town) 



Rural 



Lane North- 
County* eastern 
Oregon Kentucky 



Sex: 



Male 
Female 

Age: 

65-74 
75 and 
older 

Education : 

Less than 

12 years 
12 years 
or more 

Race: 

White 
Black 

Marital status: 
Married 
Widowed 
Single 

Income : 

Less than 

$3,000 
$3,000 
to 

$6,999 
More than 
$7,000 



38 
62 



54 
46 

75 
25 



72 
28 



38 
48 
14 



32 

50 
18 



43 
57 



65 
35 

53 
47 



99 
1 



59 
32 
9 



13 

44 
43 




59 
41 

56 
44 



100 
0 



55 
40 
5 



15 

50 
35 



i 50 
' 50 



64 
36 

62 
38 



98 
2 



67 
25 
8 



14 

51 
35 



30 
70 



60 
40 

87 
13 



98 
2 



61 
37 
2 



52 

40 
8 



Number in 

sample 1,311 318 



124 426 



128 



WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #3 



SUBJECT: Older people and their need 
for meals 



Attached is our national estimates 
of the need for meals for older 
people. This information is 
extracted from the United States 
General Accounting Office briefing 
on the nutritional health of older 
people provided to the staff of 
the House of Representatives Sub- 
committee on Domestic Marketing, 
Consumer Relations, and Nutrition. 

Its 



SOURCE "Information on the Nutritional 
OF DATA: Health of the Elderly", United 

States General Accounting Office 
Briefing, House of Representatives 
Subcommittee on Domestic Marketing, 
Consumer Relations, and Nutrition. 
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NUTRITION 

DESCRIPTION OF DATA BASES 

The data for our analyses cone from three studies that 
included information about people 65 years old and older not 
residing in institutions. The older people in the sample lived 
in Cleveland, Ohio; Lane County, Oregon; and the Gateway Health 
District, northeastern Kentucky. 
Cleveland, Ohio 

We took a statistical sample from over 80,000 people in 
Cleveland who were 65 years old and older and were not in 
institutions, such as nursing homes. In our study, 1,609 older 
people were interviewed by Case Western University in 1975, and 
1,311 were reinterviewed a year later. This analysis uses data 
on the 1,311 older people interviewed in 1976. 
Lane County, Oregon 

The Lane County study was conducted by the University of 
Oregon and the Lane County Community Health and Social Services 
Department. The Oregon study was initiated to develop a comprehen- 
sive data base for planning programs for persons 60 years old and 
older living in the county. The county, located in west-central 
Oregon, contains two adjacent cities, Eugene and Springfield, that 
had a 1976 combined population of about 132,000 (54 percent of the 
county). The county also contains four other incorporated areas 
each with a population over 2,500. 

The selection process for the Oregon study involved a statistical 
sample of 1,197 people from six subareas of the county. The people 
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sampled were interviewed in 1978. Data from the study are to be 
used for planning and evaluation with a capability to study rural 
and urban differences. 

We segregated data on 868 persons 65 years old and older from 
the Lane Coutny sample. We divided these data into three groups, 
described as rural Lane County, Oregon; urban Lane County, Oregon; 
and Lane County, Oregon (town). They are described as follows* 
--Rural Lane County, Oregon- -426 older persons who live 
in unincorporated areas consisting of farms, timberland, 
or open space or in incorporated areas with a population 
less than 2,500 people. 
•-Urban Lane County, Oregon- -318 older persons who live 
within the corporation limits of Eugene and Springfield, 
Oregon. Over 60 percent of Lane County's residents who 
are 65 years old and older live in these two cities. 
--Lane County, Oregon (town)--124 older persons who live 
in three small towns--Florence, Cottage Grove, and 
Oakridge. These towns have populations of 3,050, 
6,9Q0, and 3,930, respectively. 
Gateway Health District, Kentucky 

The Gateway Health District studied the demographic characte- 
ristics and needs of people 60 years old and older living in the 
district. This district consists of five rural counties in north- 
eastern Kentucky (Bath, Menifee, Montgomery, Morgan, and Rowan) 
within the Cumberland Plateau. The district is a severely 
economically depressed rural area consisting of small communities 



and homes dispersed over a large area of mountainous terrain in 
Appalachia. In 1970, this five-county area had a population of 
55,678. 

A statistical sample of people 60 years old and older living 
in the five-county area was selected for interviews. This sample 
included people from rural and urban areas and people in institutions 
People not in institutions were interviewed *in 1977. Data on 
128 people 65 years old and older, not in institutions and living 
in an unincorporated or incorporated areas of fewer than 2,500 
people, were segregated by us from this sample and used in our 
analyses. 
METHODOLOGY 

Using these urban and rural data bases, we grouped older 
people in the following five categories defining the degree of 
need for meals served at sites such as schools and senior centers. 

- - Older people who may need meals 
because tney have low income 

This category contains older people 

1. ) who were able to go places, shop, and 

prepare own meals without help and 

2. ) whose total income was less than $7,000 

if married or $5,000' if single and met 
their needs fairly well, or 

3. ) whose total income met their needs poorly 

regardless of amount. 

-- Older people unlikely to use meals 

because pnysically and f inancial ly "able to 
satisfy own needs 

This category contains older people who were 
able to go places, shop, and prepare their own 
meals without help and who have total annual 
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income other than that described in the previous 
category. 

- - Older people who are receiving help from other 
sources but who could transfer their source of 
meals 

This category contains older people who were 
unable to get places, shop, or prepare their 
own meals without help, these people 
receive meals from agencies or family and 
friends could give up that source of help, 
and use the meals at schools instead. 

-- Older people who are unable to use meals 

This category contains older people who were not 
able to get out of bed, walk, get places, or eat. 
If older people could not do one of those tasks 
even if helped, they were placed in this category. 

- - Older people who probably need meals 

This category contains older people who were 
unable to get places, shop, or prepare their 
own meals and were not receiving help in 
performing these activities. 

These five categories were divided into subgroups by race, 
geographical location (urban and rural), sex, and age. We applied 
appropriate fetatistical tests to determine if the differences we 
observed between subgroups were statistically significant. 

The statistical tests showe'd that significant differences 
existed in the likelihood that an older person would be included 
in one of the five categories depending on whether the person 
lived in a urban or rural area, was male or female, and was 65 
to 74 years old, 75 to 84, or 85 years old and older. Our 
estimates of the percent of older people in each of the five 
categories considered these statistical differences. 

These estimates based on our three data bases were projected 
nationally to obtain national estimates of the number of older 
people in the five categories. In computing the national estimates, 

' 33 ' 



we used U.S. Bureau of Census data on people 65 years old and 

older in the population institutionalized and not institutionalized. 

In comparing totals between graphs and tables in this report, 

small differences occur that are due to rounding. 

NON - ■ INST ITUTI ONALTZED 
FUFULAl lDK 

The older population (both institutionalized and non-institu- 
tionalized people) of this country is increasing both in numbers 
and in percentage of the total population. In 1940, shortly after 
passage of the Social Security Act, the United States contained 
9 million people C.7 percent of the population) over 65 years old. 
By 1977, the number had more than doubled to 23 million (11 percent 
of the population). By the year 2000, the older population will 
increase by another 9 million—to a total of 32 million people 
(12 percent of the total population). 

Most older people are not in institutions such as nursing homes. 
Our estimates of the non- institutional ized population indicate that 
23.6 million people would be 65 years old and older in 1980 compared 
to 30 million- in the year 2000, as shown on the following graph. 
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Also, 45 percent (9.9 plus 3.0 million) of the 30 million people 
would be 75 years old and older in the year 2000. 

Many older people not in institutions could use meals in 
schools. In 1980, 10.1 million people may need or probably need 
meals compared to 12.8 in the year 2000, as shown in the 
following graph. 

EZr^Miffiglg^ — — : 




-Ooul-d-rt ransf er.~ source -rof -. meals 



» • i • i i • » 
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TTso, a large number of people who were receiving meals from 
agencies or family and friends could obtain their meals from 

' 7 3b' 



schools. In 1980, 4.6 million people (14.7 million minus 10.1 
million) could transfer their source of meals compared to 6.1 
million in the year 2000. 

The estimated cost of meals in schools in 1980 for 10.1 
million older people would be $5.3 billion annually. If the 
4.6 million people who received meals from other sources were 
to obtain their meals from schools an additional $2.4 billion 
would be required or a total cost of $7.7 billion, as shown in 
the following table. 

Category 1980 population Estimated annual cost (note a) 

— (millions- - — 

People who probably 

need meals 1.2 $ 627 

People who may 

need meals * 8.9 4,646 

Sub-total 10.1 * $5,273 

People who could 
transfer source 

of meals 4.6 2,401 

14.7 $7,674 



a/ 

Assuming that meals were provided once a day at $2.00 
a meal, five days a week for 52 weeks a year or $522 
annually. 



Of the $2.4 billion, we estimate $1.8 billion in meals are 
provided by family and friends, and .6 billion by public and 
private agencies. 
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A majority of the cost of meals would be incurred for 
people with annual income under $3,000. Fifty-two percent of the 
$7.? billion would be incurred for 10.1 million older people in 
1980 with annual incomes under $3,000, as shown in the following 
table. 

1980 Population who 

May need _ 

Annual income Probably because of Could transfer Percent 

ranges need low income source of meals Total Total Cumulate 

- (millions) - -- -- -- -- - 



$0 -$1,999 


$157 


$1,1U8 


$ 731 


$2,036 


26.5 




$2,000 -$2,999 


261 


1,1U8 


522 


1,931 


25.1 


51.6 


$3,000 -$3,999 


157 


992 


522 


1,671 


21.8 


73. »» 


$1*,000 -$U,999 


0 


627 


261 


888 


11.6 


85.0 


$5,000 -$6,999 


52 


627 


208 


887 


11.6 


96.6 


$7,000 or more 


0 


10U 


157 


261 


3.U 


100.0 


Total 


• $627 


$U,6U6 


$2,U01 


$7,67U 


100.0 





To estimate the number of people nationally by total annual 
income and their need for school meals, we used 1977 census data, 
the Cleveland sample, and the five need categories described 
previously. Of the 4.5 million older people with annual income 
under $2,000, 2.4 million people (53 percent) may need or probably 
need meals. Conversely, of the 5.0 million people with annual 
income over $7,000, 4.3 million people (86 percent) were unlikely 
to use because they were physically and financially able to satisfy 
their needs, as shown in the following 'graph. 
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To estimate the number of people nationally receiving meals, 

we used 1976 census data and the three samples. Of the 21.7 million 

people not in institutions in 1976, 2.7 million people (12 percent) 

received meals from family and friends, and .8 million people 

(4 percent) from agencies. 

CHANGES IN NEED 

TOR MEALS AFTER A YEAR 

Data on older people sampled in Cleveland were available for 

two consecutive years (1975 and 1976) and therefore, changes in need 

for meals could be identified. As shown in the following table, 

--25.1 percent of the older people unlikely to use 

meals in 1975 may have needed meals in 1976 because 

of low income. These people had a decrease in annual 

income over the year. 
--10. 3 percent of the older people who could have 

transferred source of meals in 1975 may have needed 

meals because of low income in 1976. These people 

had a temporary need for meals in 1975 and had a 

decrease in income over the year. 
-•Of the older people who probably needed meals in 

1975, 52.4 percent died in 1976 and 23.2 percent 

obtained meals in 1976. 
--26.8 percent of the older people who were unable 

to use meals in 1975 were deceased in 1976. 
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Unlikely Could transfer May Probably 

1975 category to use source of meals need need 

Unlikely to use 

Uumber 2kk 23 95 3 

Percent 61*. 6 6.1 25.1 .8 

Could transfer 
source of meals 

Ihunber 7 211 29 15 

Percent 2.5 75.1 10.3 5.3 

Itny need 

lluuber 97 55 388 8 

Percent 16.8 9.5 67.1* 1.1* 

Probably need 

Number 5 19 10 5 

.Percent 6.1 23.2 12.2 6.1 

Unable to use 

Number 1 12 12 

Percent 2.1* 29.1* 2.1* *> 

Total 35«i 320 523 33 
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Unable Institution- 

to use alized Deceased Total 



.5 



.3 



15 
5-3 



It 

1.5 



.9 



7 

1.2 



0 

0.0 



0 

0.0 



13 
31.7 

35 



1 

2. It 
13 



10 
2.6 



378 
100.0 



0 

0.0 



281 
100.0 



16 
2.8 



576 
100.0 



52.U 



82 
100.0 



11 

26.8 



Itl 

100.0 



80 



1358 




WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #4 



SUBJECT: Preventive care for older 
people 



Attached is information on 
preventive care for older 
people. This information 
was extracted from the House 
of Representatives Subcommittee 
on Human Services report on 
"Future Directions for Aging 
Policy: A Human Service Model". 
Page 88 has information on 
preventive care strategy and 
page 89 has projections over a 
10 year period. Page 131-135 
is a reprint of the United 
States General Accounting Office 
report supporting the projections, 



SOURCE "Future Directions for Aging Policy: 
OF DATA: A Human Service Model" , Subcommittee 
on Human Services of the Select 
Committee on Aging, U.S. House 
of Representatives, Committee 
Publication Number 96-226, May 1980. 
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CHAPTER XI 

The Cost or Complete Overhaul 

Our nation faces a two-horned dilemma in care for its seniors One horn is 
demographic-sheer numbers. Each year 500,000 people attain senior status, ox 
whom 100.000 have serious disabilities. 

Today there may well be 4-4.5 million seniors in need of special 

a£SiS B? < tie W 2000, 45 percent of the senior population will be elders 
(15 + ) or aR£ ^milliorpersons (today there are 9 mil ion) ; less con- 
i^^eSaU put this fVture figure bet ween 15-19 nulhon 

Of potation, betweenVs million will be over SO years old ; 

3.8 • 200£); ^ mzJ morc ^an 10 million people who will be 

functionally dependent. 

polin; plarmers^ Dilemma, a complete overhaul is ^eeded, 

demonstrate. 

THE ALTERATIVE ROUTT.: TODAYS POLICIES PROJECTED 

Consider what will happen if nothing is done to overhaul huma, .service 
to seniors. The current b l f or senior care * m ° u e n * n ?^^^^ 1978 

leEl^^^ 

^ mSe n tK expenditures are staggering, they can only increase jn the 
futvre^f nothSg is^done today Under the major "gg^ J$ 

«wWM^ 

^»^Sn« *■ 40 

percent of totel federal outlays. ■ s-rf-a-a i„ these overall calcula- 

HEtTb:;"".PO»»IMHt f A»oU>« ^114 y'Ai^UWm'iJI »»d« projr.a. pro»l«.I 

asd military rttlrcoicat pror~in>i. ouu • doi per *■'_"' 

(85) 
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S6 

vivor and dependent p^ments ,0 ^^*£5S^t°$ 

than ever before and will continue to escalate dramatically for man? jears 

'Tparticularlv vexing part of th« problem is the cost of health care in 

AmericT m 1977, totaf health care expenditures y^^^^^ 

WUion, representing 5737 for every man. woman, and ^ M PWSS' 

I s seniof Americans, more than any other S™^" 0 ^ 

For example, fiscal year 1977 public expendUures ^alth care 1 [«' sc ™ 0 £ 

deluding Medicare and Medicaid, amounted to f'**^^££Z^ 

nationafhealth expenditures. Medicare pa>f "d? » P«™J * K5?6 

health care bill. Seniors themselves paid an averasre *:>62 out ox , poche i 

fo? personal health care. In addition to these pub ic and pmate gjjj^"* 

mated that over 50 percent of American senion hav ^f^Vd t o hSe Ei, 

j?enWenOT 

rSmi&^w 

Security"— between now and 2025 ! 

FlGUic 16 



I 1 Cost of Medicaid 
{ 1 Cost of Medicare 



In 3111 ions 





54. 4 


S3.6 


$5.3 


$6.6 



irx 



3o73 



$7.9 



$8.0 



$8.8 



$9.4 



$9.5 



$10.2 



$11.3 



$12.6 



$14.8 



$14.6 



$1^8 



$17.1 



$23.5 



$19.1 



$25.2 



$20.9 



$29.1 



$22.3 



$32.1 



1967 1968 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978 1979 1980 

Note: Official estimates for 1979 and 1980. Years ending June 30, except September 
S^VP^rW of Health. Education, and welfare. U.S. Office of Management 
and Budget. 

These dramatic cost projections will be spent 1 amly for <mt £ndofhealth 
care~a medicallv orienled. treatment based, and .^W^J&JffloS 
^V-lf. «l,riv*lr littl* available for other kinds of care, Toi »L n ^^{ 

government «u billion ana Medicare 




r r l niihor.L O.vv r."T.* ;n:!;:(.n cf M?dicaiil and Medicare fund? wa? for 
ai:.bu;au>r. cure or home health acrvue- — whai w* hav* called, m our model, 
communhv care. .... 

If we continue at the present rate. 1965 spending for institutional sen-ices 
will be from $> to SC5 billion, and 'skilled 'nursing home expenditures will 
ouadruole bv 19tb to S^S.C* billion. Ambulatory and home health services 
expenditures", on the other hand, will remain only a small portion of total long- 
term medical services outlays — rising to $4-10 billion bv fiscal year 19S5. That 
is if there are no legislative changes in current health care policies. 

▲ DECISION AT THE CROSSROADS 

It seems therefore that we are at a crossroads. Should we continue care 
that is acute, medically oriented, treatment based, and institutionally biased— 
the Medical Model, which we cannot afford in the future— or should w^move 
to a longer-term, preventive, service oriented, home care approach— A Human 
Sen-ice Model, which we can afford t Should we continue in this dead heat to 
bankruptcy— or should we break step, and attsmpt a change in policy direction T 

In the light of all the data our research has mustered, our committee has 
opted for poficy change— to an affordable Human Sen-ice Policy Model (see 
Fie 15 p. 84). Accordinriv. we foresee a human service system that Jimits 
itself to file most vulnera&le segment of our adult population (those who are 
elders), provides a full floor of sendees to this target group, makes available 
to them a comprehensive continuum of care that is preventive and community 
based (but which also includes appropriate institutional care), that is decen- 
tralized wherever possible and utilizes all the natural, in-place systems of 
private care as more humane and less costly. 

RESEARCH B A CE GROUND FROM OAO STUDIES 

Vigorous support for this decision came from the General Accounting 
Office in the form of two published reports and a third in progress 1 and unpub- 
lished materials provided at the subcommittee^ reauest (see Appendix 6). All 
this data is based on longitudinal studies conducted in Cleveland, Ohio, which 
were projected nationally at our request . 

The GAO's first study ("The Well-Being of Older People in Cleveland, 
Ohio") looked into the status of Cleveland's seniors. Measurements in five areas 
of human concern (social and economic status, mental and physical health, and 
ability to do daily tasks) uncovered that : 

23 percent of the senior population was impaired in at least 4 areas. 

56 percent was impaired in 1 to 3 areas. 

21 percent was not impaired. 
The study also revealed that roost seniors had someone available to take 
care of them as long as they needed — 42 percent mentioned children. 27 percent 
espouse, 10 percent a brother or sister, 9 percent another relative, and 8 percent 

a friend. - * " .... * 

The total cost of senior care in Cleveland was $74.3 million, paid for as 
follows: $66.7 million came from the federal government ($57.3 for Medicare, 
Medicaid, and SSI and $9.4 million for the services of various agencies), 
while $7.6 million came from other sources: county ($.7 million), state ($1.3 
million), city ($1.6 million), and the private sector ($4.0 million). -This data- 
base— (!) status, (2) availability of help, and (3) cost of care— was used and 
amplified in all later studies. " . m 

In the second study ("Home Health— ITie >eed for a National Policy to 
Better Provide for the Elderly"), the GAO dealt specifically irith the need for . 
national policy in home health care. It revealed such telling points as: 

••Tbt Well-B«i»r «f OMtr F«ftf« fa CUttUft*. Ohio/* OAO. April l«T7. ~S»»t Bealta— • Ta« 
Net* for ft Nfttiooai Telicy f* tfMttr 1t*% iot for ibt EUerlr." GAO Ijn. jm A . mm 

"CoaVltlcai il Older P«pl«: .Natitaal Jaforxaatioa Sjiwa N*c*c4." a ttudy. now la prorrcM 
bj General Acrosattaf OSes. 
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1. About 60 percent of the elderly who are extremely impaired live 
outside of institutions. However, these people receive a 'wide array of 
in-home services such as personal aire, meal preparation, nursing care, 
homemaker service, and continuous supervision. Other services are trans- 

ortation, housing, and social and recreational. Because all these services 
elp to maintain a person in his home, they are referred to as "home 
services." 

2. At all levels of impairment, the value of services provided by fam- 
ilies and friends greatlv exceeded the cost of such services when provided 
by public agencies at public expense. 

3. As people become more impaired, the costs or values of home services 
increase and the proportion of care provided by families and friends also 
increases. 

4. At the "greatly impaired" level where the breakeven point in cost is 
readied, families and friends are providing over 70 percent of the value of 
services received by older people. Families and friends are providing about 
§2S7 per month in services for every S120 being spent by agencies. 

5. Until older people become greatly or extremelv impaired, the cost 
for home services, including the large portion provided by families and 
friends, is less than the cost of putting these people in institutions (see 
Fig. 17). 

Ftauu 17 r 

COMPARISON OF CXTlMATfO MONTHLY COST 
OP NOM{ SCRVICCS AMD INSTITUTIONALIZATION AT EACH IMPAIRMENT LEVCL KR INDIVIDUAL 

Qui -lji_J ftUaW, 
1.000' 

MOMf s tnvtct 




Source.— "Home Health— The Need for a National Policy to Better Provide for the 
Rderlj," General Accounting OUSce report of Dec 30. 1977. 

This research makes it clear that a community based preventive care 
strategy is desirable and cost efficient for all except those xrho are greatly or 
extremely impaired and require some level of institutional care. 

In order to assess hotr effective and cost efficient our current system of 
senior care is. the GAO undertook a third study. "Conditions of Older People: 
National Information System Needed". At our request, further calculations 
*cre made on the target group (age 75 + ) for our model. The results of these 
two studies bear out the fiscal feasibility of our policy model. 



a.- tiiey art Sijnufieu;;;^ worM- oil i:.aj; rensor adujt? *<v-7?i/ Their health is 
worse (as lucasuied In physical and men;;*] health and ability to do daily tasks), 
they are more, lonely.* and their outlook on life is poorer. Overall, the personal 
condition of 74 percent of our elder population can be deemed ''marginal or 
worsc :! : only 20 percent are in an overall personal condition that can be 
termed 4i besi*\ 

If the Cleveland data is representative of the nation as a whole, the cost 
of America's help * to today's 7.S million noninstitmionalized elders is approxi- 
mately S5S billion. (This figure includes costs of £23.5 billion for direct financial 
assistance — Social Security, SSI. Veterans' pensions, etc), which are not in- 
cluded in calculations for our Human Service Policy Model. About 6S percent 
of all the help (the entire S55 billion) is provided through federal, state, local, 
and private agencies; most of the help is federally funded. 

The single greatest portion of the help (44 percent) is for compensatory 
services. It is this kind of care that keeps people in their own homes and helps 
to avoid the escalating cost of inappropriate institutional care. The study indi- 
cates that family and friends of elders provide 77 percent of this compensatory 
help by performing daily tasks for them. This means that the pivotal type of 
cr.re — aid in tasks of daily living — is already being provided by family and 
friends, without much help* from public or private agencies. 

Unfortunately, the Cleveland data also show that not all elders are re- 
ceiving the care they need. Overall, 73 percent of our elder population is cur* 
rently in need of some kind of help; 12 percent are receiving all the help they 
need, but a whopping 61 percent are not In spite of the rhetoric about objec- 
tives, programs, and expenses, the reality is that we are not responding to three 
out of every five elders in .America. The current system of care is not reaching 
the majority of elders in need. 

PROJECTIONS FROM TBX OAO DATA BASE 

Our recommendation is that the full floor of care must be provided to aU 
elders, and projections from the GAO studies show it could be paid for. Here ? s 
how it works. For currently available services • to a minority of elders in need, 
it now costs $4,408 per year per elder, including medical treatment ($1,039), 
compensatory care ($3,232), social-recreational help ($130), caregiving ($6), 
and developmental services ($1). Projected nationally, these costs are approxi- 
mately $34.4 billion/year. 

Projecting further from the GAO : s Cleveland studies, we have found that 
the average annual cost of expanding the full floor of services to all elders 
(75+) would be $741/elder ($132 for medical care, $537 for compensatory 
services, $64 for social/recreational, $2 for care givine, and $6 for develop- 
mental). Nationally, it would cost an additional $5.8 billion the first year. 

BETTER CAM AT LOWER OOfiT 

However, savings would occur aver the long haul because of the overall 
preventive nature of this approach. The. inevitable effect of expanding care 
to all elders with such preventive measures as self-help health; outreach, oetter 
detection of needs, and .earlier, more inclusive treatment 1 will ultimately be to 
lower all medical and compensatory costs. 

«Onr Subcommittee'! defialtloa of aealor •dolt, 60-74 yeara, add a fire jeart on to tbe yooaf 
ead oi 'tbe G^™°Vflnltion ic£?5) tberehr atreaFthtnlae e%e» f»rtber tbe statjatical dlffereocy. 

<|&^Te&irMk& of btip: [%) ttfatmeat for Hlaeam. <2) belp to mwuii 
for 41 rSldir imaa'a iaabllltt to do dally taaVa It*, laeal ^»^JS l Si ir C , ar , | 
fioifidfcl bcla for footer problem*. (4) eodal.recreatloaal belp for older people witb iltue or ao 
sodal cooUct. (V) care fcSar belp wbea tbe older peraoa f rele tbere U ao oae to aroride care Jfbe 
b^moTald! Tor dl "blfdV .Sd iff d#teloro»f8ia1 belp <e.r ei)i.«itlooal tad empfo.vmtat aerrieee) 
for tboee people wltb few lattrrtta leadlaf to ■ amtltt ootlaob oa life » - _. t lllrfu ^. t him 

•For tberarpopei of oar eemce atratecr. street fraaoclal belp i to acalora Sa aot ladudaO. tfitt 
mast be uVeo ap ae part of a prcteatire economic atratecy (tee Apj.eadli a). w*#«*%.r *«4 

*Aa* ladeed tbe total raaac of aopportlre aerrteea <traa»rortat*oo. aatrtfloa, bomtmtaer. aaa 
borne beLa) caa be waalde?oV aj coarrtbatiaf to tbla ortr.li lmproTtmeat la tbe^ccDdldoa of 
eld era. 
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Tn*- first-year cost would b« billion ($"4 4 bill : on pro^cnt cost plus 

$5.? biilior: for expanded care). Probably the only possible savings would be 
the continued absorption of 77 percent of compensatory service cost by natural 
care givers (family, friends, etc.). Projected over ten rears, however, the 
changes bi ought about by expanded care to all elders and the preventive ap- 
proach result~in a combined annual saving of $5.6 billion. a« compared with 
projections reflecting no such changes. This saving virtually covers costs over 
and above present services to only a portion of the nahon s elders. In other 
words, initial investment to expand help now is paid for by a savings due 
to reduced need for help in the future. 

And the savings shown above do not reflect the effects of either inflation or 
the increase in the number of elders in the future, both of which could lead 
to even higher savings. First, inflation is expected to lead to higher medical 
costs later on, and second, the increasing numbers of elders who had entered 
the preventive care continuum at an earlier age before they become func- 
tionally impaired would be reflected in larger dollar savings. 

Ina word, the GAO fiscal studies show that : 

1. A full floor of care can be provided to all elders, 

2. All of whom will receive the appropriate care they need, 

3. From the most natural care givers available, and 

4. Over a period of ten years, this would not 1 cost the government 
any more than it is now spending for care to less than*- half of today's 
elders. 

With this Human Service Policy Model, the nation could do a better job 
for all elders than is now being done for only a few— a result that can be 
achieved at no ^tra cost This is the impact of prevention ; for the first time, 
hard data show *nat such a human service approach would work. 
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Appendix 6 



STUDIES Or ZLDZBS THX GENTRAL ACCOITMING OITICE 

People 75 years old and older; comparison of the personal conditions of older 
people 

In 1975, we measured the personal conditions — health, security, loneliness, 
outlook on life— of two groups of older people in Cleveland. The Srsi group 
was composed of people 65 to 74 Tears old and ihe second of people 75 years 
old and over. A comparison of the personal conditions of these two groups 
showed that overall people 75 rears old and over were generally in a worse 
condition than those a<*e 65-74. Comparisons of the two age groups can be made 
for all personal conditions by examining the information in the following two 
tables. The first table shows the personal conditions of people 65 to 74 years old. 

pn porcant] 



Lavaf of conditions 



Conditions' Bttt Marginal Worst Total 



Heitth : 6] 25 14 100 

Security M *51 2 25 »24 100 

Lcfttliittu 6* 25 11 100 

Outioo* onhfi M 2t 45 23 100 

Ovtrtll 35 47 II 100 



1 For « description of conditions and levtl of conditions, stf tht mtthodoloiy. 

1 ho statistically sijiMfcant difttitnct bttftttn tht aft f roups at this It vol of parsons! condition. 

The personal conditions of people 75 years old and over are shown in the 
following table. 

tin ptrctnt) 



Ltvti of conditions 



Conditions » ' fits! Marjinal Worst Total 



Hearth 42 32 26 100 

Socynty. '52 *24 » 24 100 

LontUntss \ ~ 55 31 1« 100 

Outlook on hit.. 2 I _ 20 51 21 100 

Ottrafl - 2ft 41 25 100 



1 Fof a description of conditiofis and Itvt I of conditions, stt tht mtthodoloiy* 

> No statistically sif nifcant difftrtnea pntwtea tht ajf f 'owps a: this itvtt of ptrsonal condition. 



CSTIMATC OF THC PtftCtNIACt OF PlOPLC WHO ARC FUNCTIONALLY IMPAIRED IT AGC CROUP 
HOnt 15 TO 74 YR OLD 

Projection 
of number 
ft as fit ot ptopU 

, of ptspls . nationwide > 

In sampla (millions) 

Ability te do daily Uafci:* 

Atria ta da aft ttsks *!.heirt halt*..- 71 14 

Can da all daily task Out only with halo in 1 v ma*t . .... _ 21 2.1 

Can net do at least 1 task tvtn with help.... «.„. * 1*0 

Total 100 13,2 

* Proitstfen lastd on an utirr.jjtd 13.J52.00C rt;ri» C* to 74 ft old. 

* Dsily tts>s Inctudt prt^an-i rials, tith.ni, »a!«inj. she- ?in| tsiirj. ate Cttaih on thosi daily tasks art dtscribtd In our pf tat 
raped on pp. 57*70 of app. IV. 

(131) 
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\ comparison of the two age groups shows that people 75 rears and older 
significantly more functionally impaired than those 65 to 74 years old. 

PEOPLE li VR 010 AND OLDER 



Prejoctiw 
Of nurroo; 
Parcint of d pooolo 

pOOptOift Mtl3**lflt» 

umpie (million) 



Ability to do dotty tubs:' 44 *g 

Aelt to do oil to*** without http — — 5 2.1 

Con 00 oil Coily Uihs but only with hoio to 1 or mcro _ r? f ? 

Coimot 00 0: oil lout 1 Uik ovtii with ftolp.. — » ^- 

Total 108 " 

(•pert M pp. 57-40 si apt. IV. 

A comparison of the two groups shows that people 75 years old and older 
are significantly more functionally impaired than those 65 to 74 years old. 

Services received by people 75 years old and over 

We could not obtain national estimates of the cost of help provided to older 
people from all sources. Therefore, we projected the results found.in Cleveland 
to the 7.8 million non-institutionalized older people 75 years old and older in 
1975 in the Nation. These projections, which may or may not be ^ represented ve 
of the Nation as a whole, show that about $58 billion in help is provided 
annuallv to the 7.S million people in this country who are 75 years old and older 
and live outside institutions. About 63 percent of the help older people receive 
is provided through Federal, State, local, and private agencies. Most of this 
help is federally funded. . , u 

Manv problems afflict older people and more than one kind of help mav be 
appropriate for. each problem. Further, it is not unusual for persons to have 
numerous problems which must be addressed simultaneously. To illustrate, the 
diagram on the following page depicts the whole person— conditions, related 
problems, and kinds of help currently being provided. It shows that older 
people could receive six kinds of help : 

1. Treatment for illnesses, . . , 

2. Compensatory help to compensate for an older person s inability to do 
daily tasks (e.g.. meal preparation, homemaker, etc.), 

3. Financial help for money problems, 

4. Social-recreational help for older people with little or no social contact, 
V 5. Caregiving help when the older person feels there is no one to provide 

care if he becomes sick or disabled, and . . 

6. Developmental help (e.e., educational and employment services) for 
those people with little interests which leads to a negative outlook on life as 
illustrated in the following figure. 



HHP 

MSMEY 
RR02LEM5 



C2.V.U«A70RY 
K=L» 

CANT DO 
DAILY TASKS 



NO INTEREST 
IN* LIFE 

C EVE LOrW.ENTAL 
HELP 




CARECIVINO 
HELP 

NO 
CAREGIVER 



LITTLE 
SOCIAL 
CONTACT 

SOCIAL - 
RECREATIONAL' 



In Cleveland the annual cost of providing these kinds of help to people 75 
years old and over averaged S7.413 a person. Various agencies provided $4,682 
worth of help, and family and friends provided the remaining S2,731. as shown 
in the following table : 

AVERAGE COST OF HELP FOX EACH PERSON IN CLEVELAND 75 YR OLD ANO OVER 





From 
family and 
friends 


From — 


Total 




Out projected 
ruttoMl 
estimate s 
(billion*) 


Kind of MR 


afcnctes 


Amount 


Percent 


Medical IrMlmtrt. _ — — • 

Compensatory (77 pt ctrrt). — — 


0 

$2. 412 

237 

0 

2 

0 


(1.039 
740 
2.7W 
130 
4 
1 


51.031 
3. 232 
3.005 
130 
€ 
1 


14.02 
43.60 
40.54 
1.75 
.01 
.01 


111 

25.2 
23.5 
1.0 
.05 
.01 


* ✓ 


2,731 


4.1*7 


7.413 


100.00 


57.9 




37 


£3 





















v Rroittff d national Mttmalt beitd on the total cost of services from «tt sources and an estimstetf 7 ( IOt,000 people ate 75 tad over jo 
1975 who see not instHuticrteJifed. , 

t As defied in cw rinew. (hot* helps can only bo proved by atentios. 

As shotrn, the greatest portion (44 percent) of help is compensatory for 
inability to perform daily tasks without help. The next greatest is financial help 
(41 percent) and then medical (14 percent). Social-reCTeational help accounts 
for only 2 percent and caregiving and developmental help each account for less 
than 1 percent. 




The other kinds are provided mostly by public and private agencies funded 
under Federal programs. From the agencv standpoint, 59 percent of their cost 
was in financial help (£2,768 of $4 } 6S2) and 22 percent in treatment of illnesses 
(£1,039 of $4,CS2). 
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Cnm*t wds of people To yean old and over 

^Ve determined the h*lps needed by people 75 vears old and over and com- 
pared their netds to the helps they xvere receiving. This comparison showed the 
extent of unmet needs by kinds of help. The kinds of help that were reaching the 
least proportion of those in need were financial, social-recreational axid develop- 
mental. Overall. 73 percent of these people needed some kind of per- 
cent received all the help needed and 61 percent needed additional help. The 
following table shows the unmet needs of people 75 years old and over for each 
kind of Kelp. 



ftrcoot of sompta aia 75 pins 



Jttcffiviftf Not rtctivtaf 

■II th« oil too 

Kind of Mo Dafimtion of Mtd Wrt in fittd lo naad MP Qftdod W naadsd 

M»d>cal t utmtftt Hi«t .Unas* that mtaffaras • treat dul «t 35 11 " 

With KtlVtt t*. _ . . *« tm 

frmi»*ufr/ Cannot dp daily task without MP S M 1 1$ 

Financial laadtCuKT io amount of mono* J* \\ j {, 

Sottaf-recraatianal lafiaouant local contact* — ... JJ }? f a 

Cataaivtof No ana a»a4aWe to Ml p if btcom a stca oo w » 

pr AsaMnd or hatp ava>iao*a only 

now i no than. • «| 

Dtvolopmofltai Netativo ootlooh on lifa » *J .* C1 

OwraU - 1 Of mart of tha abovt 21 '* f u " 

First year costs to expand help io people 75 years old and older 

Expansion of all six kinds of help to people 75 years old and older would 
mean a 24 percent increase in total cost. More than half (§8 billion) of the 
additional cost to expand help would be for financial help. A early one-third 
($4.2 billion) would be needed for compensatory help and about §1 billion 
would go for additional medical help. The following table shows the average 
costs per person along with our estimates of cost to expand each kind of help 
to those in need. (These estimates do not reflect added costs due to the predicted 
increase in the older population in the future or to inflation.) 







Additional cost to aapaad hotp 




Kind of Mp 


Avaraga cost 
pff parton 
without 
axpondtnf 
help 


Avarafa 

par poison 


National 
total astimata 
(millions) 


Fartantof 

total 
additional 
cost 


Carat* ving . 


11.031 

===== s 


$132 
537 
1.025 
M 
2 
1 


SI. 031 
4.1S3 
1.03* 
500 
11 
47 


7.5 
30.3 
511 
XI 
.1 
.4 




7.413 


1.770 


13.C1 


ioao 



If the family and friends of older people do not absorb any of *J?J 18 -J 
billion increase, public costs would have to increase by more than one-third (iHJ 
percent) to expand help to all those in need. However, if the family and friends 
could be encouraged to provide more compensatory help (m the same propor- 
tion as thev did in 1973), public costs would have to be increased by rauchless. 
Nationally* we estimate that §3.2 billion less public money would be required to 
expand help if family and friends would provide this additional compensatory 
help. 

First year costs to expand help to people 65 years old and older 

Expansion of all six kinds of help would mean a 24 percent increase in total 
cost. More than half ($19.5 billion) of the additional cost to expand help would 
be for financial help. Nearlv one-third (S10.5 billion) would be needed for 
compensatory help and about $2.3 billion would go for additional medical help. 
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Tht i' V ..'lU z~:.~~: ::.( s**ir:.T- : 1 r; r per.-?:. u:o: ^ ^:tr* our er:;:r.s:er 
o: cc-r to c::par.d c;i-.;. »:md c; litip u» liiOn m nt-ed T::*r*r estimate* do not 
renW; auutu co?u cue to the predicted increase xn the older population in the 
future or to inflatior.. 







Aajjitisna 1 coil tP fiwnd fctlp 




Kind Of Hilp 


Avtuft ccs; 
pf ' yt 'son 
without 
•i pa fidiftf 
http 


Avtfaft 
par ptfion 


tcUt tslimitt 
(millions) 


Pt'csnt of 
uul 

addihoott 
cot! 


Cnmtva9tP}~.~~-—~~— — — • 

Socm-r tinn^ru, 


I960 

:rn::::r™::™ sm 

13* 

5 

1 


5109 
4% 
530 
M 
2 
4 


J2.2W 
10 451 

IS. 530 

i. ;#* 

42 
121 


4.1 

31.1 
HI 
3.S 
.1 
.4 




_ 6,«7 


1.601 


33,622 


1UL0 



If the familv and friends of older people do not absorb any of the S34 bil- 
lion increase, public costs xrould hare to increase by more than one-third (35 
percent) to expand help to all those in need. However, if the family and friends 

* * * — v /: ~ *^ ~ proportion 

t less. Na- 

MWiimsT, «c WLUJJfllt ^ u , _ required to 

expand help if family and friends would provide this additional compensatory 
help. 
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WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #5 



SUBJECT: Source of income of older people 
in urban and rural locations 



Attached is information on source 
of income of older people in three 
locations — Ohio, Oregon, and 
Kentucky. This information is 
extracted from a United States 
General Accounting Office report 
to the Federal Council on Aging. 



SOURCE "Comparison of Data on Older 
OF DATA: People in Three Rural and Urban 
Locations", United States 
General Accounting Office 
report, HRD-80-83, dated 
May 23, 1980. 
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65 YEARS OLD PSD OLDER 



IN THREE LOCATIONS 
wESCRIFTICy OF DATA EASES 

The data for our comparative analyses come from three 
separate studies that included information about people 65 
vears old and older net residing in ir.stit ut 4 cr.s . The older 
people in the samples lived in Cleveland, Chic; Lane County, 
Oregon; and the Gateway Health District., northeastern Ken- 
tucky. Using Bureau of Census definitions of rural and 
urban, we classified the data from Cleveland as urban, the 
data from Lane County as rural a.nd urban, and the data from 
northeastern Kentucky as rural. 

In our comparative analyses we applied statistical tests 
to determine if" the differences we observed among locations 
were statistically significant. These statistical tests con- 
sider the sample sizes. When we state differences between 
locations in answering the questions, these differences are 
statistically significant. 

Although the older people in the three locations were 
interviewed at different" times , our statistical procedures 
-.ade it possible to compare the information. We did not 
cc'mcare people by income, sex, or race because the total 
number of people i;i these comparisions was too small to be 
statistically meaningful. 

Cleveland, Ohio 

We took a statistical sample of people from over 80,000 
people in Cleveland who were 65 years old and older and were 
not" in institutions, such as nursing homes. In our study, 
1,609 older people were interviewed by Case Western Universit; 
in 1975 and 1,311 were reinterviewed a year later. Our anal- 
ysis used data on the 1,311 older people interviewed in 1976. 
We refer to these people in the analyses as urban Cleveland. 
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Lar.e Cour.zy, Creccr. 

The Lane Ccur.tv study was wade by the University of 
Orecon and the Lane' County Ccrrjnunity Health and Social 
Services D.eoart-T.ent . The study was initiated to cevelop a 
ccr.orehsr.sive data base for planning programs ror persons 
60 years old and older living in the county. The county, 
located in west-central Oregon, contains two adjacent cities, 
Eucene and Soringfield, which had a 1976 combined population 
of'about 132*000 (54 percent of the county's population;. 
The county also contains four other incorporated areas, 
each with" a population ever 2,500. 

The selection Drocess for the Oregon study involved a 
statistical sample of 1,197 people from six subareas of the 
county. The people sampled were interviewed in 1978. Data 
fr C ni the study are to be used for planning and evaluation 
with a capability to study rural and urban differences. 

We searecated data on 863 persons 65 years old and older 
from the Lane'county samDle. We divided the data into three 
crou=s, which we refer to as rural Lane County, Oregon; urban 
Lane* County, Oregon; and Lane County, Oregon (town). They 
are described as follows: 

—Rural Lane County, Oregon— 426 older persons who live 
in unincorporated areas consisting of farms, timoer- 
land, or open space or in incorporated areas with 
populations of fewer than 2,500 people. 

—Urban Lane County, Oregon— 318 older persons who live 
within the corporation limits of Eugene and Spring- 
field, Orecon. Over 60 percent of Lane County's res- 
idents who'are 65 years old and older live in these 
two cities. 

—Lane County, Oregon (town) — 124 older persons who 
live in three small towns-*- Florence, Cottage Grove, 
and Oakridge. These towns have populations of 3,050, 
6,900, and'3,930, respectively. 
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Gateway Health District, Kentucky 

The Gateway Health District studied the demographic 
characteristics* and needs of peccie 60 years old and older 
living in the district. This district consists of five 
counties in northeastern Kentucky (Sath, Menifee, Montgomery, 
y.crcan, and Rowan) within the Cumberland Plateau. The dis- 
trict is a severely economically depressed rural area con- 
sisting of small communities and homes dispersed over a large 
area of mountainous terrain in Appalachia. In 1970 , this 
area had a population of 55,678. 

A statistical sample of people 60 years old and older 
living in the five-county area was selected for interviews. 
This sample included people from rural and urban areas, and 
people in institutions. People not in institutions were in- 
terviewed in 1977, Data on 128 people 65 years old and older, 
not in institutions and living in unincorporated or incor- 
porated areas of fewer than 2,500 people, were segregated 
by us from this sample and used in our comparative analyses. 
We refer to these 128 people as rural northeastern Kentucky. 



All three studies used the Older Americans Resources and 
Service Questionnaire developed by a multidiscipl inary team 
headed by Dr. George Maddox and Dr. Eric Ffeiffer at the Duke 
University Center for the Study of Aging and Human Develop- 
ment. During a personal interview, the older people in the 
three studies replied to 101 questions about their well-being 
in five areas of functioning — social, economic, mental, 
physical, and activities of daily living. Data from these 
interviews were used to answer the following questions. 
The questions are grouped by subject areas — transportation, 
housing, incc-ie, and employment. 
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locations? 

^ n c v° 



Question ; Did far.ily income vary z~cnc the three 



Family incomes were lower in ncr;heas tern 



Kentucky t:;an in the other locations • Over 52 percent of the 
cider people in northeastern Kentucky had incorr.es of less than 
S3 , 000/ compared to 32 percent in Cleveland and 15 percent or 
less in Lane Cocntv. 



Because married people often have higher incomes than 
single people and because the percentage of married people 
varies at each location, we analyzed income by location and 
marital status. As shewn in the following table (even when 
marital status is considered), older people in northeastern 
Kentucky have lower incomes than those in other locations. 
For example, 80 percent of the married people in northeastern 
Kentucky* have an income of less than $5^,000. In urban Lane 
County only 11 percent of the married people had an income 
under $5,000. 



Urban 



Income 


Marital 


range 


status 


Less 


Married 


than 




$3,000 


Not 




married 


$3,000 


Married 


to 




$3,999 


Not 




married 


$4,000 


Married 


to 




$4,999 


Not 




married 


$5,000 


Married 


or 




over 


Not 




married 



land 



Lane 
County, 
Orecon 



Lane 
County, 
Oreoon 



Rural 



Lane North- 
County, eastern 
(town) Orecon Kentucky 



-( percent 




11 
65 

18 



14 
89 

31 



11 
35 

32 



9 
71 

30 



0 
20 

17 
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three locations r.ac i" cere s ; - - - „ 

So percent in northeastern .NentuCKv -o -o r e. 

Lane County. Differences: Fewer people in northeastern 
Kentucky (14-nercent) had retirement pensions than elsewnere 
(rancinc from 33 oercenz in rural lane County tc 43 percent 
in urban Lane County) . Also, -.ore older people in noru- 
eastern Kentucky had income from Supplemental Security ir.- 
cone payments (18 Dercent) compared to the other locations— 3 
oercent in rural Lane County, 5 percent in Cleveland, and 
1 percent in urban Lane County. This information is snovn m 
-he foliowinc table. 



Income 
sources 



Urba n Lane 

Lane County, Lane North- 
County, Oregon County, eastern 
Cleveland Crecon (town) Oregon Kentucky 



Rural 



■4, percent )- 



Wage, salary, 












business 
income 


8 


18 


10 


12 


13 


Rental , 












interest, 
investments 


23 


45 


36 


27 


19 


Retirement 
pension 


34 


43 


36 


33 


14 


Veterans ' 
benefits 


5 


7 


11 


5 


9 


Social 
Security 


92 


96 


94 


93 


88 


Supplemental 












Security 
Income 


5 


1 • 


1 


3 
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3. Question: Did the number of self-supporting 
households differ among the three locations? 



Answer : We defined a household to be self-supporting 
if the family did not receive financial help in the form of 
rent, food-, or regular money assistance from family or private 
organizations* Cleveland had significantly more households 
receiving some form of financial aid than did Lane County* 
For example, 27 percent received aid in Cleveland, compared 
to a range of 10 to 14 percent in Lane County, as shown in 
the following table. 



Was 
household 

self- 
supporting ? 



Urban 



Cleve- 
land 



Lane 
County, 
Oregon 



Lane 
County, 
Oregon 
( town ) 

-(percent )- 



Rural 



Lane 
County, 
Oreaon 



North- 
eastern 
Kentucky 



Yes 


73 


87 


90 


86 


81 


No 


27 


13 


10 


14 


19 


Total 


100 


100 


100 


100 


100 



Employment 

1. Question : What was the employment status of the 
older people in the three locations? 

Answer : Only a small percentage of the older people 
were employed full time in any of the locations — 1 percent 
in northeastern Kentucky to 3 percent in urban Lane County. 
About 5 to 11 percent were employed part time, as shown in 
the following table. 



Urban 



Em- 
ployment 
status 



Cleve- 
land 



Lane 
County, 
Oreaon 



Lane 
County, 
Oregon 
(town) 



Rural 



Lane 
County, 
Orecon 



North- 
eastern 
Kentucky 



Full time 
Part time 
Not employed 



2 
6 
92 



3 
11 
86 



-(percent h 



1 
9 
90 



1 
5 
94 



1 
5 

94 



2. Question : Were older people seeking employment.? 



Answer: Most older people were not seeking em- 
ployment. Three percent or less of the older people in all 
of the locations were seeking employment, as shown in the 
following table. 



Not em- 
ployed Urban Lane Rural 

but Lane County, Lane North- 
seeking Cleve- County, Oregon County, eastern 
work land Oregon (town) Oregon Kentucky 



-(percent)- 



Yes 3 2 

No _97 98 

Total 100 100 



10 1 
99 100 99 

100 100 100 



* 



WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #6 



SUBJECT: Older people and the poverty level 



Attached is our national estimates 
of the number of older people at the 
poverty level. This information is 
extracted from the United States 
General Accounting Office briefing 
on the nutritional health of older 
people provided to the staff of 
the House of Representatives Sub- 
committee on Domestic Marketing, 
Consumer Relations, and Nutrition. 



SOURCE " Information on the Nutritional 
OF DATA: Health of the Elderly", United 

States General Accounting Office 
Briefing, House of Representatives 
Subcommittee on Domestic Marketing. 
Consumer Relations, and Nutrition. 
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» riL) AKL TiL lLDEkLY ? 

I.m? clcerly arc persons aj;ec 65 and over. They arc a grow- 
ing sej^ent of tr.e population which nas proportionately more 
roor t:.an Ine peculation in ceneral. As a jr.roup they account 
lor aoout 30 percent of the cost of all the health services and 
supplies received directly by individuals. 

lr.e lower age limit of 65 is partially arbitrary and partially 
a recognition of iactors which have combined to make the attainment 
ol age 65 a milestone— a time of Social Security benefits, 
N-dicare coverage , income tax aavantages and reuuetions in transit 
lares and amission prices. ,\ot everything, however, is keyed to age 
65. ine Older American Act of 1965, as amended, autnorizes 
nutrition ana social services for persons aged 60 and older and 
sets 55 as the minimum age for participation in the community 
service employment program established by the Act. As mentioned 
in tne body of our letter, "older" Americans will be used when we 
rcler to persons aged 60 and over. 

THE £LU£i<LY AKE A CROWING 
1'UH'LAT IUN WhlCti INCLUDES 

lne proportion of elderly persons in the total population is , 
likely to continue to rise, but more slowly than in the past. 
Ine rise may not be steady because of fluctuations in the fertil- 



1 

6J 



.;, r..:c. T-.evcr, two oi ti.e l..rc: series r: ::,j,c:io^ p^lisn-ir 

• e .c:.fJf r'-recu s.-cw a lercrsi r:sc :r ;: '"- 3:llcn 
an, ail oi tne projected rant* ior cr.at proportion »s above the 
level at IVTfc. ine fturr-u of tne t.er.sus prujeetea ,crcen:s for 
reruns ajjed b5 ana ever, inducing tne projects ranee, snow 
mat tne elderly are a growing sepn-.cnt of the portion. 





Toe tlderly as a 




i'erci*r.t <■>: 


Year 


Total Population 


1*76 


10.7 


lyso 


11.2 (11.1 - n.3> 


lyyo 


12.2 (11.7 - i:.o; 


2000 


12.2 (11.3 - 12.*) 



Accorcin R to tne sureau of tne Census, oetw ? en 1*76 ano the 
end 01 tae century tne population a R ed 65 ana ov,r will increase 
uv n , ar iy 40 percent, fro, 23 million in ,976 to 32 nillion in 
2U0U. in tnis period all age sevens of t,,, ulotr population 
are e« peeled to B ro« rapidly, particularly the extreme aged. 

Total Popiilacion in the Oloer A<-ts a/ 

60 years 65 years 70 years 75 years ^year, 
an/over and over and ove r and over and ove r 

M0 28.753 20,087 13.063 J.600 1 ,*M 

Mb 32.2*4 22, 4.65* 3,7. , 

Z 3^22 22^30 14,384 3.756 

_j« ( e >;.,i«i and projections as of 
a/ sunaers in ttiawsands. hsti <^-S ana p- J 

" July 1. Hcures refer to t..t tccal populate of the 
50 states ano bislrict of tolunoia. 
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AS^wt 1 out ui every 7 persons 63 years «ns over in 1977. or 
3.2 million persons, lived in families or as unrelated individuals 
vun inches low enough to place the* below the r.ureau of the Census 
detir.ition of tne poverty level. 

Although the total number of poor people in the United States has 
not changed auch since 1970. the nu„ber-of elderly r oor (those 65 
years ano over) oropped by about 1.5 million, or fro* one-fourtn 
of cue age group in 1970 to aDout one-seventh in 1977. 

Poverty Status of Persons of All Ay.es a/ 
and Persons 65 Years and Older 

All persons below Persons 65 years and 

L - 1 _. ► 1 «VJ. 

poverty level 
Number Percent 



1970 25,^20 * ' 12.6 

1972 24.460 11» 9 

1974 24,260 11.6 

1976 24,575 H.« 

1977 24,720 11.6 



over below 


poverty level 


Number 


Percent 


4.709 


24.5 


3,733 


18.6 


3,303 


15.7 


3,313 


15.0 


3,177 


' 14.1 



a/ Numbers in thousands... Persons as oi March of the ^llowmg 
" "ar Numbers exclude unrelated individuals under 14 years 
lu t iJnates oi institutions, and members of the Armed Forces 

As shown below, about 10.5 million people age 65 and over, 
aoout 47 percent of the total, had incomes of less than $3,500. 
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l?r &\ ::rney Income in \h t t 
oi persons 65 Uars ano Over a/ 



"lo:«u 
r . i z\\ incoTie 



»• 1 1 ::OUw 


income 


si 


to 


s?99 


M.ttOO 


I o 


$1,49* 


Si , 


to 


$1,V99 


$2,000 


to 


$2,499 


$2,500 


to 


$2,99* 


$3,000 


to 


$3,499 


*3.3uU 


to 


53,999 


$* ,uoo 


to 


?4,yv9 


b5,00U 


to 


S5,999 


Sb,U0U 


to 


$6,999 


:>7 f U0O 


to 


S7,9V9 


It ,000 


to 


$*,999 


ouo 


CO 


$V,9^9 


S? i U , OUU 


to 


$11,999 


S i 2 , 00U 


to 




S15,00u 


I o 


$19,999 


b?0, 000 


to 


<24,999 


S 2 5, 000 




over 


a/ Nu.r.l>* 


JTS 


in Cnwusands. 







4 1 £ . 


9,170 


13,296 


22,-66 


9, 145 


12,322 


21,467 


25 


976 


1 ,wDl 


1 7 


417 


504 


173 


1 ,062 


I. .35 


244 


1,-»S9 


1,733 


591 


1,686 


2,277 


510 


1,286 


1,796 


706 


1,252 


1,958 


696 


1 ,033 


1 ,729 


1 , L'66 


1,139 


2,2'J5 


950 


772 


1,722 


793 


515 


• 1,308 


597 


394 


991 


431 


275 


700 


339 


194 


533 


. 516 


245 


763 


429 


269 


698 


430 


165 


615 


199 


63 


262 


366 


04 


430 





Cutu! at 


ivc 


7c: 


£ i 


hercer.t 


1 , 


— 
— 

001 


. » 
4.5 


1, 


505 


6.7 




740 


!2.2 


4, 


473 


19.9 


6, 


750 


30.1 


8, 


,546 


38.0 


10 


,504 


46.6 


12 


,233 


54.5 


14 


,438 


64.3 


16 


,160 


71.9 


17 


,468 


77.8 


18 


,459 


82.2 


19 


,165 


85.3 


19 


,698 


87.7 


20 


,461 


91.1 


21 


,159 


94.2 


21 


,774 


96.9 


22 


,036 


98.1 


22 


,466 


100.0 



as of hftrch 
Ion on Atir.R 



1978. 
(ACA) al 



chough the 
decline was 



Accruing to Lne AiminiStrati' 
nutwer ol eloeriy ooor declined in recent years, this 
partially oiisel by an increase in the nunber of elderly persons 
witn ii.cot.es above me poverty level but below the "near-poor" level 
1125 ^rccnt of tn* poverty level). 

Projections fur persons aged 65 years and over below the pov- 
erty level --ere not readily available, however, a 1978 ADA statis- 
tical re;.or: on projects for the future eldcrl y-prpul ation states 
t„«e .o,on and .rinor it ies-suug roups which tend tc have worked less 



;r. tne ?£st ar,2 r.ave wor^eg :r. l.»ver paying occupat ions , and 
i:.er<:cre cena tc rave Jewe-r financial a«s.:f to re!> en after 
ret irwcnt- will insure Che co.uini.ee existance of a substantial 
r.Lsbcr o: eiaerl) parsons with incomes near or uelov tne poverty 
i evel . 

To Ret some idea of what the low income elderly population 
ai'ir.Z oe in 1V9U we maoe some esti-ates based on assumptions aoaut 
tne number o£ elderly poor in relation to total papulae ion . Tnese 
estimates in no way take into account chances in the inflation rate 
or the level at wnicn poverty is defined— two factors v>ich could 
cramatically influence the size of the low-income population. 

If the ratio of elderly poor in relation to the total elder- 
ly stabilizes at U percent, can expect there will be about 
4,175,000 persons 65 years and over oelow the povert> level in 
19yu. If the ratio of elderly poor continues to decrease and 
stabilizes at the ratio for the poor of all ages (11.6 percent 
in 1V77), we can expect there will be about 3,460, OuC persons 65 
years and over below the poverty level in 1990. 
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KHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #7 



SUBJECT: Cost of home services versus 
cost of institutionalization 



Attached is information on cost of 
home services compared to cost of 
institutionalization. Page 8 shows 
source of home services and page 10 
graphically presents the cost 
comparisons. This information is 
extracted from a United States General 
Accounting Office report to the 
Congress. 



SOURCE M Home Health—The Need for a National 

OF DATA: Policy to Better Provide for the Elderly", 
United States General Accounting Office 
report, HRD-78-19, dated December 30, 
1977. 
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COSTS OF HOME SERVICES COMPARE D 

TO INSTITUTIONALIZATI ON 

About 60 parcent of the elderly who are extremely 
impaired live outside o r . institution. However, these people 
receive a wide array of in-home services such as personal 
care, meal preparation, nursing care, homemaker service, 
and continuous supervision. Other services are transporta- 
tion, housing, and 30cial and recreational. Because all 
these services help to maintain a person in h),s home, they 
are called, for simplicity, "home services." These home 
services are combined with each other to help sustain health, 
activity, and independence. The combination of services 
and frequency of each service varies depending on the level 
of impairment of the individual. 

At all levels of impairment, the value of services 
provided by families and friends greatly exceeded that cos* 
of services provided by public agencies at public expense. 
The total cost of these home services becomes greater than 
the cost of institutionalization for older people who art 
greatly or extremely impaired. About 17 percent of those 
65 or over fall into these categories. 

We examined the relationships between people in Cleve- 
land at different levels of impairment, the services they 
received, and ho these services were delivered. Our analy- 
sis showed: 

As expected, people who are more impaired receive 

more services than people who are less impaired. 

—Public agencies are currently spending less per 
person for home services than is spent for insti- 
tutional care regardless of the levels of impairmer*. 

—Eighty-seven percent of older people institutionalized 
are greatJy or extremely impaired compared to 14 
percent of these at home. 

—Care provided to th» greatly or extremely impaired 
living at hone is similar to institutional care. 
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— Family and friends provide over 50 percent of the 
services received by older persons at all impair- 
ment levels and over 70 percent of the services 
received by the greatly or extremely impaired. 

The cost of the services that older people received 
in Cleveland should not be considered indicative of what 
expenditures would be if a comprehensive federally funded 
program was established to provide home-care services for 
older people— partially because our analysis was based on 
services actually received as opposed to services which 
might be considered as necessary and thus reimbursable 
under some structured criteria. 

Our report, *The Well-being of Older People in Cleve- 
land, Ohio* (HRD-77-70, Apr. 19, 1977), showed that some 
people did not use services because the services were not 
available in certain areas of Cleveland or people were 
not aware of the availability of services. 

If Federal funding were increased, more services would 
become available and their availability would probably be 
better publicized, resulting in increased use. Also, the 
availability ot services at public expense could result 
in less services being provided by families, friends, and 
charitable organizations. 

To assist in understanding our analysis, we divided this 
chapter into the following three sections: 

— The methodology section shows how we did our analysis. 

Tho cost comparison section shows how we determined 

if the cost of maintaining a person in a home 

equals that of maintaining a person in an institution. 

— The families and friends section shows the signifi- 
cant role they play in supporting an older person 
in the community. 

METHODOLOGY 



The information contained in this chapter is based on 
an extensive aata base developed in our review of the well- 
being of older people i n Cleveland, Ohio. 

This data base contains information on the characteris- 
tics of 1,609 people 65 years and o\*r sampled from the 
Cleveland population. The dominant characterisitics of those 

o 
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who are greatly or extremely impaired in Cleveland, Ohio, 
cSn be found in appendix XX. Further, inf Ration on the 
services these people received has been collected in 2 
phases over 1.5 years from 118 agencies. 

In studying the well-being status of older P eo Pl e » 
we useo ^questionnaire developed by the Duke ""^ " Joll.- 
Center for the Study of Aging. and Human Development in co la 
boration with the Administration on Aging, the then social 
ana ReSabUUation Service, and the Health Resources Adminis 
tration of HEW. Questions were asked about an older P« rson 5 
status in- the following areas of f unctionxno (1) social, 
(2) economic, (3) mental, (4) physical, and ( >) act.vities o 
daily living. 

The older person's responses to questions during the 

on physical health: 

1. I n excellent phys ical _hea 1th. .t th -r 
Engages in vigorous physical activity, either 
regularly or at least from time to time. 

2 - 11 Sff B> ffilft:ff ; or aisabiiiti... only 

routine medical care such as annual checkups 
required. 

which might benefit from medical treatment 
or corrective measures. 

a" either painful or require substantial medical 
treatment* 

5. g°.,oroi y physically impaired. which 
Has one or more illnesses or disabilities which 
are either severely painful or life threatening 
or require extensive medical treatment. 



6. Totally physically impaired * 

Confined to bed and requiring full-time medical 
assistance or nursing care to maintain vital 
bodily functions. 

Although the responses showed a separate statu** for 
the five areas of human functioning, we wanted to consider 
the entire person or what we have defined as the impairment 
of the person* Therefore, we combined the status in each 
of the five areas to form the overall well-being of the 
individual as shown in the following groupings: 



Impairment 
level 

Unimpaired 



Slighly 
impaired 

Mildly 
impaired 



Moderately 
impaired 



Generally 
impaired 

Greatly 
impaired 



Very greatly 
impaired 

Extremely 
impaired 



Description bastd on five areas included in 
Duke University questionnaire 

Excellent or good in all five areas of human 
functioning* 

Excellent or good in four areas* 



Mildly or moderately impaired in two areas 
or mildly or moderatly impaired in one area 
and severely or completely impaired in 
another* 



Mildly or moderately impaired in three ar< 
and or mildly or moderately impaired in t\ 



reas 

iiy or moderately impairea in two 
and severely or completely impaired in one. 



Mildly or moderately impaired in four areas. 



Mildly or moderately impaired in three areas, 
and severely or completely impaired in 
another* 

Mildly or moderately impaired in all five 
areas* 

Mildly or moderately impaired in four areas 
and severely or completely impaired in the 
other, or severely or completely impaired 
in two or more areas* 



To assure ourselves of the representativeness of our 
results, we compared our data from the first phase with 
national statistic, and similar analyses done in Durham, 
North Carolina, by Duke University. To u » J",, 1 ^ 

preting the results of our analyses in both the prior ana 
£"rent reviews, we used consultants from the fields of 
gerontology and operations research. 

Comparison of the data in Cleveland with s 
gathered in Durham, North Carolina, showed the two samples 
Sere similar. The results of the two studies showed both 
populations were similar in demographic character isti cs and 
individual functional areas. Further, the status ad 
Jribution by impairment level of older persons in Cleveland 
and Durham were similar. 

Using the questionnaire responses, we combined the 
seoarate status for the five areas into the following 
seSen groupings: (1, unimpaired, (2) slightly «P«»;£; 
(3) mildly impaired, (4) moderately impaired, (5) generally 
impaired, (6) greatly impaired, and (7) extremely impaired. 
iSS areatli and v»ry greatly impaired groupings used in 
our 1 "J Report ^consolidated into greatly impaired 
oecause we found that the overall impairment of people in 
these two groups were similar. 

Using f - questionnaire and service informa J ioj gathered 
H.T'na the first Phase of the prior review, we (1) developed 
^e^ervices eachperson received, (2) determined the source 
tLVp o^ed eachservice, and (3, determined an avenge 
usage at each of the seven impairment levels. ^en con 
tacted 27 Federal, State, local, and private agencies to 
aiscuss service costs and to gather cost data for the period 
Sc?od" 1976 to March 1977. From this inf ^tion, an aver 
age cost was developed for each service. .J}" «2"*J ro . 
-osts appear reasonable in comparison to similar data t.om 
cSicagoHninois, compiled by the Mayor's Commission on 
Xging, and Durham, North Carolina. 

To develop service costs for each impairment level we 
combined the four data elements: 

— Cost or value of ecch service. 

--Average usage of each service per month. 

—Percentage receiving each service from an agency. 
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— Percentage receiving each service from family or 
friends. 

The cost assigned to services provided by agencies and 
families and friends was • *lculated individually for each 
impairment level. 

The agency cost was calculated in terms of an average 
monthly cost per individual. This calculation included 

— percentage receiving service, 

— monthly frequency of use of the service, and 

— cost of service. 

The agency portion was mostly funded through Federal 
sources and included services provided to older persons by 
Government and private service providers. 

This process was repeated to determine the value of 
services provided by families and friends. In the absence 
of family and friends, any services received would have to 
be from an agency. Therefore, we assigned the same cost 
to family and friend services that we found for agencies. 

The two service costs (agency, family and friends) 
were added to determine the total cost or value of services 
provided at each impairment level. The total service costs 
were plotted by ^pairraent level. The resulting curve was 
compared to the cost on institutionalization based on January 
to February 1977 reimbursements to skilled nursing and 
intermediate care facilities in Ohio. 

COST COMPARISON 

In comparing the costs to maintain older people in 
their homes versus an institution,- we first analyzed each 
situation separately. The first <y„oup we analyzed was non- 
institutionalized people (about 95 percent of persons 65 
years or over). The second group was institutionalized 
people. We then compared the csts for both groupt to 
determine at what impairment level the toial cost^to keep 
an older person at home (including the value of the service 
provided by family and friends) equals the cobc to institu- 
tionalize the person. 



While we do not believe that a ^--ision to 
i„stUuiion.?ize - individual who wants to remain jt 

hone should be based on cost c0 "P" 1 "X a ht as to the 

that these comparisons provide • ^ht as to MCed 

economic, physical, and social factors whicn na 

such decisions. 

^instituti onalised people 

Several factors contribute to ^'^evef o^mpa!r- 
exist outside an institution. °»« ^J^J 6 ^re services 
cent. People who are more ™P a " ed ^ ?ie table below 
than people who are les. £ d £\SS{orlng by 

shows, transportation, checking IP6"oo re creational 
telephone or personal g^f^.I^gS.^At the more 
services are received by th • JJJJiJ ser vices drop 

impaired levels, social aBd " cr "J""IJ "re, and contin- 
drastically while nursing care, personal care,^^ ^ 

rerer:ry 10 impaired a p:opie n re q uire almost constant care. 



Service 
Transportation * 

Chec*m«l tper iodic 

•on j tor tn9 ) * 

Sociai/rscroationaS * 
Housing 

Adsunistrat iv«/l€9*l 

Real preparation 

Pood, qtocetf 

Personal care iaidlnq an 
individual with dressing 
batmno., etc* I 

Continuous supervision 
Ifull-tie* sonitorinoj 

•lursin? car* (ssilUi 
cars) 



PriMr y Services Kectived 
at L»ch I»pair»* ftt L* v «* 
Uni-paired Slightl y «>l«** "od^.teiv. 9*! 



x 
x 

X 
X 



X 
X 
X 
X 
X 
X 
X 



ally Great ly E»t 
x 



X 

X 
X 
X 
X 



At the most impaired levels, home-service values increase 
rapidly and the proportion of care provided by families and 
friends also increases. The following table shows that the 
family and friend's portion is signif ica~ wly higher than the 
agency's portion at all impairment levelu, 

(Average monthly cost or value per individual) 



Impairme.it 
level 


Family and 
friends 


Aqency 


Total 


Unimpaired 


$ 37 


$ 26 


$ 63 


Slightly 


63 


47 


no 


Mildly 


111 


65 


176 


Moderately 


181 


78 


259 


Generally 


204 


100 


304 


Greatly 


287 


120 


407 


Extremely 


673 


172 


845 



An important aspect of institutional care is that a 
person receives a package of services. Home care also re- 
quires a package of services and the care needed by the 
greatly or extremely impaired livinq at home is similar to 
that needed by those in institutions. For example, an 
arthritic may need physicrl therapy twice a week but may 
also need help in getting out of bed or preparing his or 
her meals. As a person becomes more impaired, more services 
will be added to the package and the person's use of these 
services will increase. 

Institutionalized people 

Five precent or about 1.2 million of the 23 million peo- 
ple 65 years old or over reside in various types of institu- 
tions ranging from rest homes to skilled nursing facilities. 

Cost data for Ohio's medical nursing homes from Janucry 
to February 1977, including intermediate care and skilled 
nursing facilities, showed the average total cost for long- 
term institutionalization reimbursed under its Medicaid 
system was $597 per month per individual. However, off-sets 
from Social Security, pensions, and other income from those 
individuals reduced the average cost to $458 per month per 
individual. Although these costs are based on Ohio data and 
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will vary in other States, we compared them to national 
averages and found them to be representative. 

These costs include room and board, laundry, .nedical 
equipment, and supplies, including over-the-counter drugs 
and supportive devices, personal care, nursi ?9 " r ff * UP 
portive rehabilitative services, and social activities. 
Doctor fees, prescription drugs, and other medical ^sts 
are not included in either the costs of institutionalization 
fr hSme services because medical ex P^^es «e ge r.era Uy 
related to physical conditions and should be 
people in institutions and for people living in homes. 

Oreak-even point 

The gi-aph on pa 5 e 18 compares the cost of hone services 
with Institu??onali 2 ation. As shown, there is a point in 
the impairment scale when home service costs, incluai.ig 
the value of services provided by families and friends, 
eqSal institutional costs. Thereafter the cost of how 
services increases significantly over the cost to insti- 
tutionalize. This point falls in the greatly impaired 
level. 

About 10 percent of the n° nin *titutionalizedolder 
people fall in the area above the break-even point However, 
on the averaqe, it would still cost the public more to 
?nsStu?Iona 9 l!ze^hese people because agencies are spending 
less per person for home services than for ^'^tutional 
carl. ^Families and friends provide over 50 percent of the 
services received at all impairment levels. At the greatly 
impaired level where the break-even point f alls, fat il ies 
and friends are providing over $287 per month for s v , 
Tor every vl20 being spent by agencies The 
friends' portion of home services reaches 80 t^ent at 
the extremely impaired level, as shown in tne following 
table. 

impairment Family and 

level friends Agency 

(percent)— - 

Unimpaired 59 - \\ 

Slightly 57 « 

Mildly 6 3 i' 

Moderately JO 
Generally 67 

Gre8tiy 1 lo 20 

Extremely 80 
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COMPARISON OF EXT IM AT ED MONTHLY COST 
OF HOME SERVICES AND INSTITUTIONALIZATION AT EACH IMPAIRMENT LEVEL PER INDIVIDUAL 
Ejtimmd Monthly * 

HOME SERVICE 
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FAMILY AND FRIEKDS 

Service, provided by families anc fiends are 
ZSXZ SSKKt. a l.r,e part'or the services 

received by older people at home. 

Two major differences emerged when inst itut jonjlized and 

an T h f i in institu?ions. For example, as shown in the 
following t e \l oercent of the institutionalized P^ple 

Im ^.„ t HoninstUuUonaiized ^ 

(percent) — ■ 



Unimpaired 


21 
21 
18 

17 




1 
1 


Slightly 


86 


2 


Mildly 


5 


Moderately 




4 


Generally 
Greatly 


9 

7 


14 


11 
76 


Extremely 


7 

100 




100 



13 
87 



a/Based on survey of institutionalized elderly - "V"J^ 
* (Ed.) -Multidimensional Functional Assessment: The OARS 
Methodology," Center for the Study of Aging and Human 
Development, Duke University, Durham, North Carolina. 

To determine the percent of the institutionalized, we 
combined at eacn impairment level the " onin ^ itu ^?"^^! d 
^institutionalized Population. Because the character- 
istics of the Clev ? land ^Pf m Du ^ a s m t ^ P ^?^ w ^ g W ?able Sows, 
we were able to combine them, as cne io±±uwj.u y . .. 

tion exists at the extremely impaired level where 37 percent 



are in institutions. 
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impairment Total older 4nst f? ution . 

le Vel population institution; 



(percent)- 



Unimpaired 20 °°-2 

1 

Moderately ° D L 'l 
Generally J ";*8 

Greatl y in 37"! 

Extremely _±° 37,0 



100 



Tne second major difference is a person's living arrange- 
ment Few institutionalized people had a spouse or lived 
wUn'thel? children at the time they were institutionalized . 
Seventeen people in our Cleveland sample, or about 1 percent, 
letl institutionalized within 1 year after our data was 
Gathered. The following table compares the 17 institutiona- 
lized peopled with the 217 people who were greatly or ex- 
tremelyimpaired and illustrates the importance of living 
a rSnjLen?s in preventing institutional zation None of 
those institutionalized had a spouse or lwed with their 
chtldril! but over thre, -fourths had ^ve a o„ e »- 
„. ri(!ori 29 Dercent of the greetly or extremely impaired 
peoole liJinf in the community were married and an additional 
25 percent lived with their children. 

Lives Greatly or extremely 



with 



Spouse 
Offspring 

Relative 
Friend 

No one 



impaired institutions 





— — (percent) 






29 








25 


54 






10 




18 


24 


5 


15 


6 




31 




76 




100 




100 
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Other studies have g£ "aboS "o'peJcent 

on institutional i. ed P.op 1. . ^Iniversity stud, 2/ 

^:.Hn. r t 1 «o.. / -no t n.I.'no spoke, or children are more 
likely to be institutionalized. 

Knowing these -o-jor differ - je can the 

status of the » on i n ^" u ^ a a "qh probability of being 
those older people that have * " Jni be the 31 percent of 
institutionalized ™ese peop e will Je the 31 p ^ 

the greatly or ^f^^^t of non?nstitutionalized older 
JSlHrSrSSf J Thosf institutionalized are fro. 
this group. 

Tne second phase of o^r Cleveland study wil 1 analyze 
changes in well-being over tine and identify factor ^ 
buting to these changes. TJ 6 ^^ 3 J^ ide § the capability to 
ohase of the Cleveland study also pro naving d high poten- 
further examine the peep Jj l jJ ^telmine which ser- 

tiality of being , inStltutl ° n *}* Z ?h es ° people to remain at 
vices, if ■ v » il » bl V "J • n S 1 ; e {j!Ki5 to «ervices received, 
home.. By "lating conges in well being ^ be legs 

such an examination may aiso iaen ^ A * 
costly to maintain these people at home. 

PROPOSAL TO roFiTB PUBLIC SERVICE 
^T^ILP-E^ERLY SICK AT HOME 

In August 1977 the Jg^t'on create" 
fare reform proposals. Included was a p v 

about 1.4 ">ilH°^ P K b !;u?f be for Providing home services 

of which 200,000 3 obs «ould be for prowiai g 

to sick older Amer icans. All low inc o me t pr0 p 0 sal 

jEWS^'SiS™ So^-Sra, reducin, direct 
welfare costs. 



l/Pfeiffer, E. (Ed.) -Multi dimensional J^J^S^SjTf'iging 

V ment: The OARS "•^•JSK'tolllS t^ Durham, North 
and Human Development, Duke University, 

Carol ina . 

2/Palmore, E. (Ed.) -Normal Aging I" Duke.jmv^^ 

— ' _ . i n ft «J A \ 



(Durham, 1970). 
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We believe that if the Congress adopts the public service 
job portion of these welfare reform proposals, the jobs 
created for assisting the sick and elderly should be focused 
on helping those who live alone and who are without family 
support. Otherwise, such jobs will merely duplicate or 
augment the existing family and friend networks and would not 
satisfy the unmet needs of the elderly. However, as one 
HEW official pointed out, it may be unreasonable to expect 
that families or friends would continue to provide such ser- 
vices when they become available at public expense. 

CONCLUSIONS 

The *"rue costs of maintaining the elderly and sick in 
their own homes have been largely hidden becaus.e the greatest 
portion ci such costs represent the services provided by 
families and friends rather than those provided at public 
expense. The importance of the family and friend is evi- 
denced by the fact that the greatly or extremely impaired 
elderly who live wit'* their spouses or children generally 
are not institutionalized whereas those who live alone 
usually are. Thus, the potential for home health benefits 
as an alternative to institutionalization depends largely 
on a person's living arrangements. The Administration's 
welfare reform package includes a proposal for the creation 
of jobs to help the elderly to remain at home. If these 
jobs were to meet the needs of the sick and elderly who do 
not have the supportive services of families and friends, 
it could provide a strong potential for providing an alter- 
native to institutionalization. 

RECOMMENDATION TO THE CONGRESS 

In its deliberations on the Administration's Welfare 
Retorm proposals, we recommend that the Congress consider 
focusing the jobs created for assisting the sick and elderly 
on those older people who live alone and are without family 
support. 
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WHITE HOUSE CONFERENCE ON AGING 



•INFORMATION BRIEF #8 



SUBJECT: Cost impact of making changes to 
home care programs 



Attached is information on the cost 
impact of possible changes to Medi- 
care and Medicaid programs which 
would increase availability of 
services and provide services not 
currently covered by the programs. 
This information is extracted from 
a United States General Accounting 
Office report to the Congress. 



SOURCE "Home Health—The Need for a National 

OF DATA: Policy to Better Provide for the Elderly" 
United States General Accounting Office 
report, HRD-78-19, dated December 30, 
1977 . 



rngTlMPA CT OF MAK ING_CHANGES_TO_KOMS 
HEALTH C ARE PROGRAMS_UNDER_HEDICA RE AND MEDICAlU 

The Subcommittee asked for information and our evaluation 
on the cost impact of possible changes to the Medicare and 
Med caid p ograms. which would increase the availability of 
services and provide services not currently covered by the 
programs. 

We asked HEW to provide the estimated costs for the pro- 
posed changes. For one proposed change that would j"ect 
Medicaid— the addition of homemaker services— HEW advised us 
tlVt it was conducting a number of experiments to determine 
i? homemaSIr services could be a cost-ef Jective sub Jjitute 
for skilled care. HEW personnel stated that u^U the studies 
were completed, they could not estimate the cost of adding 
homemaker cervices to Medicaid. 

Mandatory home health care benefits for all «jji«id 
eligibles is the other proposed change. Home health a to 
the medically needy is technically not a requirement under 
Te law out it is provided in 32 States and jurisdictions 
tnlt hive a medically needy program; therefore, the cost of 
this proposed change would be minimal. 

SSA actuaries estimated tnat for fiscal year 1978, the 
additional costs for each of the proposed changes to Medicare, 
computed separately, would be as follows: 
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Proposed cha nge 



Estimated cost 

of changes 

f millions) 



Elimination of: 



Limits on number of visits under 
parts A and B 



12.5 



Skilled care requirement under 
parts A and B 



1,250.0 



Prior hospitalization requirement 
under part A 



12.5 



Homebound requirement under parts 
A and B 



92.5 



Adding homemaker/chor e services 



75.0 



The above amounts should not be totaled because if more 
than one limitation were removed, there would be interactions. 
For example, the estimated $1,250 million for eliminating the 
skilled care reauirement does not include the 1 million per- 
sons who consider themselves ho.?**bound and in need of home 
services, but not necessarily skilled care. Most of these 
are eligible for Medicare and are suitable recipients for 
homemaker services. The cost of providing this service could 
result in expenditures of $2 to $3 billion ^f the skilled 
care requirement was eliminated and homemaker service was 
added • 

A discussion of each of the proposed changes is presented 
below. 

LIMIT ON NUMBER OF VISITS 

For Medicare, a beneficiary is eligible for 100 visits 
per spell of illness a year following a qualifying inpatient 
stay under part A and 100 visits per calendar year under part 



SSA actuaries estimated additional costs of about $1*2.5 
million for an additional 300,000 visits for fiscal year 1978 
if these visit limitations were removed — a 2-oercent increase 
in home health benefits costs* This assumes that about 3,000 
people would exhaust part B benefit* and use an additional 
100 visits a year . 



Accordinq to SSA data, few beneficiaries exhaust the 
presently allowed number of Medicare home health care visits. 
This data showed that, as of January 21, 1977, of the 553,941 
people who received home health care under part A, 11,849 or 
about 2 percent exhausted their benefits. For persons receiv- 
ing part B home health care durin., th* last 3 years, benefits 
were used as follows: 

Number of Number of 

people wno people who 

Year received benefits exhaus ted benefits 

1974 108,460 2,117 

1975 165,354 3,118 

a/1976 176,392 1,916 

a/SSA considered the data for 1976 incomplete. 

SSA could not provide information on the number of people who 
had exhausted both parts A and B benefits. 

Because about 97 percent of part A Medicare beneficiaries 
have part B coverage, we assume that most people who exhausted 
part A benefits continued to receive services under part B. 
Thus, very few people (about 3,000) exhaust all available 
heme health benefits under Medicare. 

We contacted 36 individuals who er.nausted their part B 
benefits during 1976, or the agencies providing services to 
them, to find out if they had . -rurred additional expenses 
after their Medicare benefits had been exhausted. Thirty- 
five continued to receive home health services and one was 
institutionalized to receive physical therapy treatment under 
Medicare. The additional home health expenses, which ranged 
from $5.00 pec visit in Cleveland to an average of about 
$33.00 per' visit in Jacksonville, Florida, were paid fiom 
community funds, absorbed by the local agency, paid partly 
by the individual, or paid by Medicaid. Only three individ- 
uals were able to pay a portion of their costs for the addi- 
tional benefits received. 

Data on the number of additional visits received by all 
35 individuals was not available. However, 13 individuals 
received, on the average, an additional 61 visits during 1976 
which indicates to us that the assumption that individuals 
exhausting beuefits would use an additional 100 per year may 
be a little high. 



RE MOVING THE REQUIREMENT THAT 
RFNEFIC1ARIES NEED SKILLED CARE 



A beneficiary who needs intermittent skilled nursing 
care, or physical or speech therapy, and who meets certain 
other conditions, can also receive a variety of additional 
services, including home health aides, occupational therapists, 
and medical social workers, is well as coverage of medical 
appliances and supplies. 

SSA actuaries estimate an increased cost o 1,250 mil- 
lion ($938 million for part A and $3i2 million it. part B) in 
fiscal year 1978 if only the skilled care requirement were 
removed. 

The estimate of $1,250 million as a first year cost 
assuraes that only care by currently approved home health 
agencies is reimbursed. It was also assumed, Medicare pays 
40 percent of the cost of approved home health agencies. 
Almost all services are provided to Medicare eligibles. If 
no expansion of providers occurred, the increased services 
alone would cost $842 million. The remaining $408 million 
would allow for a 50-percent increase in the current level of 
staffing . 

ELIMINATION OF P RIOR 
HOSPITALIZATION REQUIREMENT 

To receive home health benefits under part A, a benefi- 
ciary has to be an inpatient in a hospital for at least 3 con- 
secutive days (not counting the day of discharge). An SSA 
actuary estimated the elimination of this requirement alone 
would cost about $12.5 million in fiscal year 1978. The esti- 
mate also considered that this elimination would remove tne 
requirement that treatment received by beneficiaries be 
related to a post hospital or skilled nursing facility stay. 

About $6.2 million of the estimated increased cost would 
be expected to result because 1.1 million part A beneficiaries 
who have not purchased part B coverage would have access to 
home health coverage under part A without being hospitalized. 

However, because home health care is liraiced to individuals 
under the care of a physician whose services are covered under 
part B— access to homf.- health servicejs under part A (with 
or without the prior hospitalization requirement) without part 
B coverage seems to us to be of limited value. 
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The remaining increased costs would result because non- 
hospitalized beneficiaries entitled to both parts A and B 
would have 200 visits per year instead of 100. The data 
availaDle does not allow for a very precise determination 
of the cost of this effect but it is estimated to be $6.*i 
million. 

Because the entire part A benefit structure is built 
around a benefit period which can only start when a person 
is hospital ized, this estimate also assumes that th* part A 
limits without prior hospitalization would be 100 visits a 
year instead of 100 visits a year after the beginning of one 
benefit period and before the beginning of the next. 

We believe that individuals are not encouraged, under 
present law, to be hospitalized in order to qualify for home 
health benefits. While HEW has not specifically studied this, 
SSA did make studies in 1968, 1970, and 1973 to find out if 
the 3-day hospitalization requirement had caused additional 
us* of hospital admissions merely to provide coverage for 
skilled nursing facility stays. These studies showed no 
evidence of any general practice of the us', of inpatient 
hospital stays to qualify patients for skilled nursing bene- 
fits. 

Also, about 97 percent of Medicare beneficiaries are 
covered by part B which provides home health benefits with no 
prior hospitalization requirement. Unless part B benefits 
are exhausted (which is rare), an individual is not encour- 
aged to seek a hospital admission to qualify for home health 
care under part A because the part A inpatient hospital 
deductible is twice as high as the part B deductible. 

ELIMINATION OF V-' E HGMEBOUHD REQUIREMENT 

To be eligible for home health care, a physician must 
certify that the patient is confined tc his or her home. 
A hon,ebound person is permitted infrequent or brief absences. 

SSA's actuaries estimated that the removal of the home- 
bound requirement would expand benefits to a new category of 
patients and cost about V92.5 million in fiscal y. ar 1978 if 
all other requirements regained unchanged. This would repre- 
sent a 17 percent increase in the cost of home health benefits. 

HEW officials said they believed the primary reason peo- 
ple want the homebound requirement eliminated is to cover 
home dialysis for beneficiaries with kidney failures. Of 
the $92.5 million, about $36 million w~uld apply to people 
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receiving home dialysis but who are not homebound. According 
to the SSA actuary, approximately 9,500 people, each of whom 
dial/sizes about 150 times a year, could use a home healtn 
aide to assist in the time-consuming process. 1/ The estimate 
assumes that an average visit (about $37) woulJ be reimbursed 
and that each patient would use the 100 visits maximum. 

The remaining $S6.5 million would allow for home health 
services to those individuals who are Jn need of skilled care 
but are currently not homebound. SSAs actuary estimated that 
about 10 percent of Medicare beneficiaries would benefit from 
this change. The estimate, however, did not consider whether 
individuals in need of skilled care were receiving it from 
another source. For example, receiving skilled care on an 
ambulatory basis, in a doctor's office, or in a health clinic. 

On September 12, 1977, the House of Representatives 
passed a bill (H.R. 8423) to make improvements in the 
end stage renal disease program. One objective of the bill 
is to provide incentives for the use cf lower cost, medically 
appropriate self-dialysis (particularly home dialysis) as an 
alternative to high cost inst* cut ion* 1 , dialysis. The Ways 
a?d Means Corrjaittee report (Report No. 95-549 dated July 29, 
1977), noted that the annual cost of facility dialysis (rang- 
ing from $15, GOO to $30,000) was generally twice the annual 
cost or home dialysis (ranging from $.8,000 to $12,000). But 
tne percent of patients on home dialysis had declined steadily 
since Medicare had started providing universal coverage for 
such services. To provide incentives for home dialysis, 
the bill would provide coverage for periodic home dialysis 
support services including visits by a qualified provider. 
The bill would also provide for the implementation of an 
incentive reimbursement system with respect to the payment 
for the dialysis of patients dialyzing at home under the 
supervision of a dialysis facility. Under the bill, HEW 
would be authorized to, on the basis of a target reimburse- 
ment rate, for home dialysis and all necessary here dialysis 
medical suppl ies, equipment, and suppor t ive services — includ- 
ing the services of qualified home dialysis aides. We could 
find nothing in the bill which would require renal disease 
beneficiaries to be "homebound" to receive such benefits* 
Thus, for about 40 percent of the $92,5 million in addi- 
tional cost of eliminating the homebound requirement, there 
is House approved legislation which would eliminate or 



1/Other HLW data showed that as of June 1977 about 5,000 
people were on home dialysis* 



significantly dilute the homebound requirement and would 
reduce costs for a specific class of Medicare benef iciar ies.l/ 
In this connection, the House Ways "Md Means Committee report 
on the bill ( H. R. 8423) also stated that HEW had informed the 
Conusittee that it "anticipates that the accrued savings that 
will be realized as a result of increased dialysis in the 
home setting will offset the cost cf incentives included in 
the bill." 

We believe that a similar argument to provide disincen- 
tives for institutionalization could be made for the Medicare 
beneficiaries requiring skilled care, but who are not "home- 
bound* and, thus, are inelig;oie for home health services under 
Medicare. This assumes that the difficulties in obtaining 
treatment on an ambulatory basis makes the alternative of 
institutionalization more appealing. 

ADDITION OP H0.1EMAKER SERVICES 

HSW is currently conducting experiments to determine the 
cost effectiveness of providing homemaker services (see app- 
III), and until these experiments are completed we were 
trld that it would be difficult to accurately determine tne 
cost of adding homemaker services, particularly with respect 
to Medicaid* 

For Medicare, SSA's actuaries said that assuming an 
individual is homebound, in need of skilled care, and that 
homemaker services are provided only while skilled care was 
required, additional homemaker services would cost Medicare 
$75 million in fiscal year 1978. According to SSA's actuary, 
the homemaker benefits currently perceived are very restric- 
tive and a broader definition would result in higher costs. 
SSA's actuary estimated that about 50 percent of those receiv- 
ing skilled care would be eligible for homemaker services. 

We obtained the following data on the cost of homemaker/ 
chore servic; from State officials in California and Georgia. 

California provides homemaker /chore services through its 
title XX program. tn its plan the State estimated that about 



1/The bill would vet amend the p?rt B home health benefit as 
~ such. Thus the zQ percent coinsurance charge would be 
applicable to these proposed n-rw benefits whereas no 
coinsurance charge would continue to apply to the regular 
part B hone health bene .it. 



113,000 aged, blind, and disabled individuals would benefit 
from the prooram during the period July 1, 1976. through 
June 30, 1977. The State estimated the Federal and State 
costs for homemaker /chore services in California would be $30 
million. The State did not estimate any savings on insti- 
tutional ization resulting from benefits provided under the 
program. 

Georgia's title XX administration is currently evaluat- 
ing the use and measuring tne effectiveness of homemaker/ 
chore services as an alternative to institutional care for 
the aged, blind or disabled, and mentally retarded adults who 
are eligible for title XX benefits. An interim report iron 
Georqia's homemaker demonstration project indicates it was 
preventing institutionalization and reducing. overall health 
care costs. The report showed that during the first 3 months 
of the project, homemaker services prevented over 2,300 months 
of institutional rare and saved $278,231. The project's 60 
homemakers— at a cost of $456,471— enabled more than 900 peo- 
ple to stay home avoiding 851 months of foster care, 1,246 
months of intermediate nursing care, 170 months of skilled 
nursina care, and 114 months of other placements, such as 
mental" institutions all of which would have cost about 
$735,000. 

We did not validate the data supporting this report, but 
it tends to supoort the findings in our Cleveland study (d.s- 
cussed in the previous chapter) to the effect that greatly or 
extremely impaired people require mora than nursing services 
to be maintained in their homes. 

ADDI TION OF HOME HEALTH CARE BENEFITS 
UNDER MEDICAID AS A REQUIRED SERVICE 

Federal law and HEW regulations require that home health 
care benefits be provided to aJ 1 aged, blind, and disabled 
categorically needy individuals 21 years of age and older. 
Home health care benefits to t..* medically needy is techni- 
cally not a required service under the law. However, 32 
States and jurisdictions covering the medically needy are 
already offering this ser vice--thus, we assume that the cost 
of this change would be minimal. 

CONCLUSIONS 

In summary, we believe that the elimination of the limi- 
tation on the number of visits under Medicare would not be 
costly because few people presently exhaust such benefits. 
The elimination of the F«"i°r hospitalization requirement also 
would not be costly, but the use of institutional services 



would be slightly affected because individuals are not encour- 
aqed to be hospitalized for such benefits, and most Medicare 
beneficiaries are already eligible (under part B) to receive 
such benefits without hospitalisation. 

The Congress is currently considering the elimination 
of the homebound requirement in pending legislation for one 
group of Medicare beneficiaries (those with end stage renal 
disease) as an incentive for less costly home dialysis in 
lieu of center or inpatient dialysis. We believe that the 
elimination of this requirement for *11 beneficiar ies requir- 
ing skilled care could well provide similar disincentives 
to institutionalization. 

Although exoeriments in the program are still continuing, 
some evidence shows that the addition of homemaker/chore serv- 
ices could provide disincentives to institutionalization for 
individuals who are greatly or extremely impaired which might 
help to offset the additional cost of this service. 

The elimination of the Medicare's skilled care require- 
ment would substantially affect the cost and the acute^care 
orientation of the program. 
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WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #9 



SUBJECT: Total national expenditures for 
nursing home care 



# Attached is information on the 
total national expenditures by- 
source for nursing home care 
(see page 5). This information 
is extracted from a United States 
General Accounting Office report 
to the Congress. 



SOURCE /'Entering a Nursing Home — Costly 

OF DATA: Implications for Medicaid and the 
Elderly", United States General 
Accounting Office report, PAD-80-12, 
dated November 26, 1979. 



IKTPCDUCTION 



Medicaid, authorized by Title XIX of the Social Security 
Act, is a Federal/State program in which the Federal Govern- 
ment currently pays for 50 to 78 percent of State costs of 
providing health services to the poor. 1/ The program's pur- 
pose, as stated in the 1965 legislation, was to enable States, 
"as far as practicable under the conditions in such State," 
to furnish "medical assistance on behalf of families with 
dependent children and of aged, blind, or permanently and 
totally disabled individuals, whose income and resources are 
insufficient to meet the costs of necessary medical ser- 
vices." 2/ Another objective was to assist recipients to 
"attain or retain capability for independence or self-care" 
through the provision of rehabilitation and other 
services . 3/ 

When it was created, Medicaid substituted a single 
program of medical assistance for an ongoing, yet more 
limited system of vendor payments. The Department of Health, 
Education and Welfare estimated that if all States fully 
adopted the provisions in the new legislation, Medicaid /ould 
increase Federal expenditures in 1966 by $238 million over 
# the $1.3 billion cost of the vendor payment program. The 
error in this initial cost estimate was evident after only 
a few years. Expenditures in FY 1968, with 37 States operat- 
ing Medicaid programs, were $3.5 billion; 4/ in FY 1978 they 
increased to $18.6 billion. 5/ Categorized as the " sleeper " 
of the Social Security Amendments of 1965, Medicaid today is 
an extensive and costly program. 

NURSING HOME COSTS AND 
UTILIZATION HAVE A 
SIGNIFICANT IMPACT ON MEDICAID 

One of the primary factors which explain the expense 
of Medicaid is the program's coverage of nursing home care. 
Davis and Schoen cite "the high cost of institutionalization 
for an impoverished elderly and disabled population that is 
unable to meet the demands of daily living without nursing 
assistance" for a major source of the cost increase. 6/ 
These costs consumed nearly 41 cents of each Medicaid dollar 
in FY 1978 or a total of $7.6 billion. 7/ By FY 1984 pay- 
ments are expected to "increase to over $9.5 billion. 8/ 
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ccirplex issjes. *:ursina here costs dcrinate Medicaid expen- 
ditures as T7:cre rzr.ev is srent cr. this care than or. any other 
medical service. However, only 6 percent cf those who re- 
ceived any service under Medicaid in FY 1976 used nursing 
hone services. 9/ Medicaid has also become the predominant 
payer nationally of nursing home care. In 1976, approximately 
60 percent of all days spent in nursing horr.es were financed 
either totally or in part by Medicaid. 10/ 

Finally, payments are being made for some nursing home 
patients who would have preferred and could have remained in 
a more independent setting if necessary supportive services 
had been available. Medicaid funding of cor.mun ity-based serv- 
ices (e.g., home health care), however, was 1 percent of 
total expenditures in FY 1978. 11 / 

Me dicaid has become the 

major cayer of nursing home care 

The impact of Medicaid's nursing home coverage on its 
budget has been profound. V7hile only a small percentage of 
all Medicaid recipients are in nursing homes, its high costs 
make it the service requiring the largest expenditures. As 
shown in figure 1, in FY 1978, 74 percent of the States (37) . 
spent 40 percent or more of their total Medicaid expenditures 
(Federal and State) on nursing home care; in 19 States at 
least half of their budgets went for these services. 12/ 
These figures underestimate all Medicaid expenditures for 
patient care in nursing homes because they do not include - 
the cost of physician services, drugs, medical equipment, and 
other medical services which are also reimbursable for pa- 
tients in nursing homes. 



Medicaid's role in financing nursing home services 
nationally is significant because it spends more on this 
care and supports more individuals in nursing homes than any 
other publ ic or private source. Thirteen percent of nursing 
home residents (97,000) in 1969 used Medicaid funds as their 
primary source of payment; 13 / by 1977 this had increased to 
48 percent of all residents (623,300). 14/ During this same 
period there were deel ines in the proportion of residents 
using Medicare, their own income, or other public assistance 
or wel f a re as the primary source of payment. Most of the 
decrease in the number of residents 
lie assistance or welfare" resulted 
in termed ia te care faci 1 i ty services 
programs to the Medicaid program on 
changes are shown in figure 2. 



supported by "other pub- 
from the transfer of 
from cash ass istance 
January 1, 1972. These 
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Nursinc Home Ex 


penditures 




As 


a Percentaae of 


Total Medicaid 




Expenditures by State 


, FY 1978 (note a) 




South Dakota 


67.8 


Alabama 


45.8 


Minnesota 


64.2 


Vermont 


45.2 


Alaska 


63.2 


Georgia 


44.7 


New Hampshire 


62.2 


South Carolina 


44.6 


Colorado 


60.5 


New York 


44.3 


Wyoming 


60.5 


Kansas 


44.2 


Iowa 


58.1 


Hawaii 


43.8 


Texas 


58.1 


Rhode Island 


43.3 


Nebraska 


57.8 


Kentucky 


41.7 


Wisconsin 


56.9 


Mississippi 


41.1 


Idaho 


56.7 


Florida 


40.3 


Arkansas 


55.5 


Ohio 


40.0 


Montana 


54.0 


North Carolina 


39.8 


North Dakota 


53.8 


Delaware 


39.7 


Connecticut 


53.1 


Michigan 


39.3 


Indiana 


53.1 


Missouri 


38.8 


Oklahoma 


52.8 


Massachusetts 


38.7 


Utah 


52.5 


Washington 


38.4 


Nevada 


51.0 


New Jersey 


36.4 


Oregon 


48.9 


Maryland 


34.3 


Maine 


48.4 


New Mexico 


31.3 


Pennsylvania 


47.6 


Illinois 


29.5 


Louisiana 


47.0 


California 


23.9 


Virginia 


46.3 


West Virginia 


22.5 


Tennessee 


46.0 


District of Columbia 


13.1 



a/Arizona does not have a Medicaid program. Guam, Puerto 
Rico and the Virgin Islands are not included. 



Source: Health Care Financing Administration, Medicaid 

Statistics Fiscal Year 1978 , DHEW Publication No. 
(HCFA) 78-03154, Research Report B-5 (FY 78) (Pre- 
liminary), June 1979, Table E. 
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Per centage Distribution of Nursing Home 
Residents by Primary Source of Payment 




DHEW National Center for Health Statistics. Charoes for Care and Sources of PfV™nt |w Sgjjfgj p |783) 
,n Nursin, , Homes . Series 13. Number 32. August 19:3 Apr.l 1974 (DHbW Publication No. .mS)78 1783). 
p. 23. (Oata adjusted to exclude residents of personal care homes) 

OHEW. National Center for Health Statistics. The National »™&*™&^*VJ u r^ ~ 
the United States . Series 13, No. 43. (DHEW Publ.cat.on No. (KMSJ >9- ■ /»«•». ^'V 1979. p 99. 

Mo« of the increase in residents supported by Medicaid resulted from the transfer 

facility services from "other public assistance or welfare" to the Med.ca.d program on January 1. is/*. 

Th,s segment includes religious organiiations. foundations, volunteer agenc.es. Veterans Adm.n.strat.on 
contract, initial payment-life funds, and other sources or no charge. 



4 



ERIC 



9 b 



Total national expenditures for nursing hoir.e care more 
than doubled between 1974 and 197£. The two -ajcr sources 
of these expenditures are Medicaid funds and individuals' 
out-of-pocket payments. Of the 1978 total national nursing 
home bill of $15".751 billion, Medicaid paid 46 percent 
($7,246 billion) and individuals paid 45.6 percent ($7,179 
billion); other public funds (Medicare, Veterans Administra- 
tion and others) paid 7.1 percent ($1,112 billion) and 
other private funds (private health insurance, philanthropy) 
paid 1.4 percent ($214 million). 15/ Figure 3 shows a break 
down of these sources. At the national level there is 
limited control over the increase in Medicaid expenditures 
for nursing home care because the Federal Government is 
required to match whatever the States spend on this service. 

Medicaid is supporting predominantly 
elderly residents in nursing homes 

Along with rising outlays for nursing home care there 
has been a corresponding rise in the number of individuals 
using these institutions. The National Nursing Home (NNH) 
survey shows that there were about 1,303,100 residents in 
18,900 homes in 1977/ a 21 percent increase over the 
1,075,800 residents in the 1973-74 survey. 16/ The number 
of nursing home beds has also increased from 1,177,300 in 
1973-74 17/ to 1,402,400 in 1977. 18/ 

As shown in table 1, 86 percent of the nursing home 
residents in 1977 were elderly: 19/ 

% Table 1 

Age Distribution of Nursing Home Residents 

Nursing home residents 
( 1977 NNH survey ) 

Under 65 Years 
65-74 Years 
75-84 Years 
85 Years and Over 

Total 



Number Percent 

177,100 13.6 

211,400 16.2 

464,700 35.7 

449,900 34.5 

1,303,10*0 100.0 
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Proportion o f Nursing Home Expenditures by Source of Payment, 

Fiscal Years 1974 - 1978 



Total Nursing Home 
Expenditures On Billions) 

16 0 



3 Direct Payments 
3 Other Sources 



Totals: 



1974 1975 
S8.355 a]d) $9,885 a] 




S7.179 
(45 6%) 



SI. 326 fcg 

;x<8.5%)ij 



S7.246 
(46.0%) 



1977 1978 
S13 364 b) $15,751 b)d] 



jj UnpublishwJ data obtained from DHEW, Health Care Financing Administration. Office of Research, 
Demonstrations and Statistics, Washington. D.C. 

b] OHEW, Health Care Financing Administration. Health Care Financing Review . Summer 1979. pp. 26 • 28. 

cl Other sources of payment: Medicare, Veterans Administration and State and local payments, private 
health insurance, philanthropy and industrial inptant services. 

d] Numbers do not add due to rounding. 



The proportion cf elderly who are using nursing home services 
has grown from 2.3 percent of all elderly in 1960 20 / to 
5 percent in 1577. 21 / However, these data uncerrepresent the 
actual number of elderly admissions. Because the NKH survey 
is based on a sample of residents in nursing homes on a par- 
ticular day, it undercounts total utilization during a year's 
period. It is estimated that 20 to 25 percent of the elderly 
population will spend some time in a nursing home even though 
only 5 percent are residents on a given day. 22/ 

The fact that the elderly are the predominant users of 
nursing homes is also reflected in the distribution of ex- 
penditures by age group for this care. Of total FY 1977 
expenditures for nursing home services, 2.7 percent was 
spent for individuals under 19, 13.8 percent" for the age 
group 19 to 64, and 83.5 percent was spent for the 65 and 
older age group. 23/ The elderly are also the primary 
users of Medicaid-supported nursing home care. In FY 1975, 
79.1 percent of Medicaid expenditures for skilled nursing 
home facility (SNF) services and 67.2 percent of expendi- 
tures for intermediate care facility (ICF) services were 
spent on elderly recipients who were 65 or older. 24/* 



* Medicaid pays for intermediate care facility services 
and skilled nursing facility services which are defined as 
follows: 

— Skilled nursing facility services are services which 
are required to be given an individual who needs or 
needed on a daily basis skilled nursing care (pro- 
vided directly by or requiring the supervision of 
skilled nursing personnel) or other skilled rehabili- 
tation services which as a practical matter can only 
be provided in a skilled nursing facility on an in- 
patient basis. 

— Intermediate care facility means an institution which 
is licensed under State law to provide, on a regular 
basis, health-related care and services to individuals 
who do not require the degree of care and treatment 
which a hospital or skilled nursing facility is 
designed to provide, but who because of their mental 
or physical condition require care and services 
(above the level of room and board) which can be 
made available to them only through institutional 
facilities. 25 / 
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A critical Drobleir. with the elderly' s use of nursing 
homes is that many admissions could have been avoioea or 
were unnecessary. Lawton, in a review of research on ut 
zation, estimated that between 10 and 18 percent of the in- 
stitutionalized older persons surveyed could live in oie 
community if appropriate support services were J vall f°l«; ±2' 
Baltav assessed 14 studies of appropriateness of piac^.nc 
in nursing homes and estimated that 10 to 20 percent of 
skilled nursing facility patients and 20 to 40 percent of 
intermediate care facility patients were receiving unneces- 
sarily high levels of care. 27/ 

Placina elderly persons in nursing homes when they have 
the potential to remain in the community is problematic 
because : 

—It is contrary to the wishes of most elderly and 
their families. 

—Individuals may be provided a more intensive level of 
care than actually needed. 

—It absorbs a costly outlay of public and private funds 
and is an inefficient use of this service. 

Elderly ptefer their own 
homes to institutional care 

The elderly, when confronted with a need for long-term 
health and social services as a result of im P a ^ me "£ s c a "° re 
functional limitations, usually prefer to receive this care 
in their own homes rather than entering a nursing home. 
Brody defines long-term care as referring to 

"One or more services provided on a sustained basis 
to enable individuals whose functional capacities 
are chronically impaired to be maintained at their 
maximum levels of psychological, physical, and 
social well-being. The recipients of services can 
reside anywhere along a continuum. from their ^cwn 
homes to any type of institutional facility. 28/ 

A Florida survey of elderly individuals with chronic health 
problems living in the community and in nursing homes found 
that regardless of their place of residence, 85 percent of 



zne sampled "dependent but mentally intact elderly" pre- 
ferred their own homes to institutional care. 29 / 

In another study, Noelker and Harel (1978) interviewed 
125 ambulatory aged residents who were selected from self- 
care floors in 14 nursing homes and homes for the aged. 
Almost half (46 percent) expressed a desire to live else- 
where while 54 percent stated they would prefer to remain 
in their respective institutions/ When residents were ques- 
tioned about their reasons for wanting to live elsewhere, 
they responded that they preferred to live in their own 
homes or with a friend or that they sought more independence 
in their physical and social activities. Only 12 percent 
(6) desired to live elsewhere because of their dissatisfac- 
tion with the facility in which they lived. 30 / 

In addition to fearing a loss of independence, many 
elderly resist nursing home placement because it often means 
they must give up their lifelong possessions and sever their 
community ties; others perceive institutionalization as a 
prelude to death. 

Some individuals are admitted to nursing 
homes when they have the potential 
to receive care in a setting 
offering greater independence 

Institutionalization is considered appropriate or neces- 
sary "when medical or physical needs are so great that the 
provision of services throughout a 24-hour period is essen- 
tial." 31 / Another definition adds that the determining fac- 
tor in nursing home placement should be a severely or irre- 
versibly impaired physical or mental condition which requires 
constant medical monitoring. 32 / Medicaid authorizes payment 
for nursing home care for individuals if the physician cer- 
tifies that it is medically necessary. 

Some individuals are admitted to a nursing home, 
however, not because of their need for medical and nursing 
home care or their level of impairment but because of insuf- 
ficient economic and social resources in the community. A 
recent survey, for example, looked at chronically ill elderly 
residents of public and private nursing homes and community 
residents served by a home health agency. After comparing 
residents by their ability to perform varying functions, 
such as dressing, eating, and bathing, the study found that 
the nursing home and community populations had similar 
impairment levels which ranged from moderately to totally 



ir.rairec. The critical variable wr.icn explained why tnese 
individuals were residing in different settings (nursing 
ho-e or hose) was not level of functioning arility but 
livmc arrangement and the presence of a caring unit 
(Drimanly in the form of living with spouse and/or 
children.) 33/ 

Many elderly, even those with severe disabilities, 
could appropriately receive long-term care services in their 
own homes or in congregate settings other than nursing homes 
A Texas study concluded that a large elderly population was 
being supported in nursing homes when in fact their basic re 
guirement was for nonmedical supervision and management. 34/ 
A survey by the Virginia State Department of Health in 1976 
resorted that as many as 25 percent of the applicants for 
Medicaid covered nursing home care in Richmond could have 
been cared for using community-based services (if avail- 
able). 35/ The elderly who are placed in nursing homes, not 
because they need this level of care, but because of a lack 
of social and economic supports, are deprived of an oppor- 
tunity to obtain care in a setting which offers maximum 
reliance on individual potential and resources. 

High cost and inefficient 
use of nursing home care 

Nursing home admissions which could have been avoided 
or deferred result in a substantial commitment of public 
and private resources. In FY 1977, 43 percent of the 
$10,536 billion spent on the elderly for nursing home care 
was paid by private sources. Because most of these payments 
were met out of personal resources rather than by private 
health insurance or philanthropy, nursing home costs have 
become the primary source- of catastrophic expense for the 
elderly. 

In addition to high costs, individuals who are in 
nursing home beds when they could have been cared for in 
another setting are using a resource which is often more 
critically needed by other elderly. In many areas of the 
country there exists a chronic excess demand for nursing 
home care (specifically subsidized care). As a result, 
individuals may wa't long periods in the community or in 
more costly acute • re hospital beds for admission to a 
nursing home. 
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.Medicaid is directly affected fay avoidable nursing home 
placements. Payment for this care is not only costly but 
it represents services to individuals which do not promote 
maximum independence or self-care — a program objective. 
Medicaid has, therefore, a direct stake in the remedying of 
any factors which lead to avoidable or premature use of nurs- 
ing home care. 

Problems in the process of admission to a nursing 
home — in how individuals end up as patients in these 
facilities — result in avoidable institutionalization. The 
objective of this study is to examine this process, parti- 
cularly in respect to the effect Medicaid and other public 
policies have on the decisions of the elderly and their 
families to use nursing home care when community-based serv- 
ices would have been appropriate. 36i/ We analyzed three 
areas which impact on the admissions process: 

1. Medicaid eligibility policies for individuals 
using institutional and noninstitutional services. 

2. Factors which discourage or prevent the elderly 
from obtaining community long-term care services 
in lieu of nursing home care, and* 

3. Medicaid's screening and assessment procedures for 
nursing home applicants. 

These topics are addressed in chapters 2 through 4. Chapter 
5 discusses State and local efforts to counteract problems 
in the admissions process which lead to premature or avoid- 
able placements and chapter 6 presents conclusions and 
recommendations. 

In conducting this study we reviewed a large volume of 
literature on Medicaid and the elderly's use of institutional 
and community-based care services. We interviewed knowledge- 
able individuals in the Federal and State governments, in 
private social service and health organizations, and in aca- 
demic institutions. We also analyzed data on nursing home 
residents and their relatives collected by the U.S. Bureau of 
the Census as part of the 1976 Survey of Institutionalized 
Persons (SIP). 
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1/Mecicaid was established by the Social Security ft ren«*e.... 

^c? 1965 (Public Law 89-97). and became .effective cn Jan- 
uary 1, 1966. Federal financial participation is oeter 
mined by the formula prescribed in sect 1905 ( 42 U.S.C 
§ 1396b(d)) which authorizes payments of up to 83 percent 
of State costs. 

2/Public Law 89-97, Section 1901. 
3/ Ibid . 

4/Institute for Medicaid Management, Data on the Medicaid 
- Program: El J cHhilitv/Services/Expencitures, Fisc^jlears 

1 966-78 , PHEW , Washington, B.C., I»7b, p. ^- Ex ? e j;j 

tures f or 1968 for Medicaid and Kerr-Mills and related 
programs have been combined. 

5/Health Care Financing Administration, MedicaidStatis tics 
"Fis cal Year 1978 , DHEW Publication No. (HCFA J 8 " 0 ^ 54 ' 
Rel earch Report E-5 (FY 78) (Preliminary), June 1979, 



Table E. 



fi/Karen Davis and Cathy Schoen , Health and the War on 
^f^ Y !" Year Appraisal T-inTo^ings Institution , 

Washington, B.C., 1978, pp. bl . 60 ' -T^rib^ed to 
also identified two other factors which contributed to 
high Medicaid costs: the increase in the number of 
Medicaid recipients covered under the Aid Jo Pamil les 
with Dependent Children ( AFDC) program, and the rise in 
medical care prices. 

7/Health Care Financing Administration, Medicaid Statistics 
"Fiscal Year 1978, Fig. 1. In FY 1978, 41.9 percent of 
Medicaid expendi tures went to nursing home services fol- 
ded oy: inpatient hospital care (27.7 percent), other 
services (13.4 percent), physician services 8.8 percent 
prescribed drug? (6.0 percent), dental care (2.1 percent) 

8/Testimony of Robert A. Derzon, Administrator, Health Care 
-I S! Administration, DHEW, before the Select Commit- 
tee on Population, House of Representatives, June 1, 1978 



pp. 5-6. 
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9 Health Care Financirrg nd::n:straticn, Medicaid Stare 
Tatles FY 1976 Recicients , Pavrrents and Services , United 
States Department of Health, Education and Welfare, U.S. 
Government Printing Office, 1979, p. 11. 

10/National Center for Health Statistics, The National 

Nursing Home Survey: 1977 Summary for the United States , 
Vital and Health Statistics, Series 13, No. 43, DHEW 
Publication No. (PHS) 79-1794, July 1979, pp. 9-10. 

11/Health Care Financing Administration, Medicaid Statistics 
Fiscal Year 1978 , Table 7. ~ 

12/Ibid. Table 8. Medicaid costs are shared by the Federal 
and State Governments. The Federal share ranges from 50 
percent in States with high per capita income to 78 per- 
cent in Mississippi, the State with the lowest. 

13/National Center for Health Statistics, "Charges for Care 
and Sources of Payment for Residents in Nursing Homes, " 
U.S. National Nursing Home Survey, August 1973 - April 
1974, Vital and Health Statistics, Series 13, No. 32, 
DHEW, (GPO), November 1977, pp. 22-23. 

14/National Center for Health Statistics, The National 

Nursing Home Survey: 1977 Summary for the United States , 
p. 99. 

15/Robett M. Gibson, "National Health Expenditures, 1978," - 
Health Care Financing Review , Vol. 1 Issue 1, Summer 1979, 
p. 26. 

16/National Center for Health Statistics, The National Nursing 
Home Survey: 1977 Summary for the United States , p. 8. 
An earlier NCHS report notes that the increase in nursing 
home residents is slightly exaggerated because nursing and 
personal care facilities are included in the 1977 NNH sur- 
vey while only facilities providing some level of nursing 
care were included in the 1973-74 survey. See NCHS, "A 
Comparison of Nursing Home Residents and Discharges from 
the 1977 National Nursing Home Survey; United States," 
Advance Data from Vital and Health Statistics, No. 29, 
Public Health Service, Hyattsville, Maryland, May 17, 
1978, p. 2. 
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' the United States , p. 8. 

19/Ibid. , p. 43. 

20/William Scanlon, Elaine Difederico, Margaret Stassen, 
Lonq-Term Care Curren t Experience and FramewqrX_tor 
IHyilrThe Urban institute, Washington, u.v.— 
February 1979, p. 3. 

Bethesda, Maryland, December 1978, p. 8. 

"(200-975-05), Washington, D.C, August J.y/o, f 
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24/Institute for Medicaid Management, pp. 65, 66. 
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Attached is infoimation on - 
congregate housing in the 
United States. This executive 
summary is extracted from a 300 
page evaluation performed in 
1976. It is the only compre- 
hensive summary on Congregate 
housing available. 



.SOURCE "Evaluation of the Effectiveness 

OF DATA: of Congregate Housing for the 
EldeTly" prepared for U.S. 
Department of Housing and Urban 
Development by Urban Systems 
Research § Engineering, Inc. in 
October 1976. 



evaluation of the effectiveness of congregate 
housing for the elderly 

final report 2 1 




The evaluation of congregate housing for the elderly encompassed 

* , 0 ,p arc h objectives. One dimension of the study was the 
a variety of rese«iw w .» 

systematic development of a profile of the elderly living in congregate 
housing, and comprehensive cataloguing of the range of congregate 
facilities that exist in the United States today in terms of their 
nanagement. their service provision, and their design features. A 
second dimension of the study was the identification of the "needs" 
of the elderly living in congregate environments. A third dimension 
was relating the characteristics and needs of the elderly to different 
types of congregate facilities in order to identify the features and 
factors of .these living environments which best fulfilled elderly's 
needs, and which appeared to best support the maintenance of their 
independent lifestyles. Finally, this study examined the financial 
feasibility of the development and operations of congregate facilities, 
and of the provision of the "successful" features identified above. 

2.0 Research Strategy 

Given the research objective of a comprehensive description of 
existing congregate housing facilities, it was necessary to conduct 
the study at a widely varied sample of sites. Thus, rather than a 
probability sample, a stratified sample of sites was chosen, repre- 
senting a range of sites in terms of their geographic location, their 
size, their rent levels, and the diversity . and extensiveness of ser- . 
vices provided on-site. The lowest common demoninator. of all sample 
sites was the availability of an on-site meal program, which was the 
essence of the definition of congregate housing used in this research. 
Site sampling was conducted by random drawing of sites from five 
major directories of elderly housing. This activity, conducted within 
the overall stratification design, led to the selection of twenty- . 
seven study sites. 
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The study sample represented a broad array of congregate housing 
sites. Geographically, they were distributed with 6 in the Northeast. 
6 in the North Central U.S.. 7 in the South, and 8 in the West. In 
terms of sponsorship, the study sample consisted of 5 conventional low- 
rent public housing projects, 17 non-profit church organizations. 3 
other non-profit entities, and 2 for-profit corporations. The develop- j 
ment of 22 of the twenty-seven was sponsored by a variety of HUD pro- 
grams: Section 202 (original) . Section 236. Section 231. as well as 
the low-rent public housing subsidies. Therefore, 5 sites were con- 
structed with strictxy private monies. In -terms of size, the study 
sample of congregate housing facilities was comprised of 9 projects of 
70 to 125 units. 9 projects with 126 to 200 units, and 9 projects with 
over 200 units. 

The study sites encompassed a variety of rent levels-ranging from 
rent payments of less than $100. per month to entrance fees of $5. to 
$40,000. combined with monthly charges of $600. When this range is 
divided into high, medium, and low levels, the sample sites distribute 
themselves into 11 in. the high rent category, 7 in the middle rent 
category, and 9 in the low rent category. 

A final criterion along which the % ample sites varied considerably 
is the variety and extensiveness of the services which are offered on- 
site. These range from meal, housekeeping, and security" services, to 
medical services, social, recreational and educational programs, fin- 
ancial management services, transportation services, protective ser- 
vices, etc. • When the range of service packages offered on : site is 
divided irto levels according to the number, scope, and tvailab:.li:y of . 
the on-site' services, the distribution of study sites is asjoilows: 
6 with hiigh service level, 9 with medium service level, and 12 with 

low service level. ? . 

Three types of data gathering activities were undertaken in order 
to accomplish the analysis tasks required to meet the research objectives 
of -the study. The first was to provide a complete description of the 
development history, the management policies and practices, the delivery " 
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of services, and the design features and prosthetic equipment on each 
site. Each of the twenty-seven sarple congregate housing managers and 
service providers were interviewed. The physical features of the build- 
ing were observed and recorded at the same time. This data constituted, 
the basis for what was called the Administrative Analysis, which consisted 
of systematic description of existing congregate housing facilities and 
cross-site comparisons of their features and characteristics. 

The second data gathering effort was the administration of a fully- 
structured questionnaire to a sample of residents and applicants at a 
subsample of nineteen of the study sites. " The data gathered in the 
Con gregate Housing Survey included descriptive characteristics of the 
respondents, their activity patterns prior to and during residency in 
congregate facilities, their expectations of congregate housing, and 
their evaluations of management performance, services, and design 
features of the facilities. Analysis of this data provided a profile 
of the congregate elderly, a description of their needs, a test of the 
fulfillment of these needs, and an assessment of ±he impact of congre- 
gate housing on respondents' independence. These results were then 
compared site by site to identify features of congregate housing which 

best satisfied residents. 

The third data gathering effort was the collection of financial 
data from each project's books in order to accomplish the feasibility 
and cost analysis objective described above. This data was collected 
at the time of the Administrative Analysis field visits. The analysis 
involved the development of cost measures which could be compared across 
sites with differing characteristics. These three data gathering and 
analysis efforts provided the results and conclusions to satisfy an 
the research objectives discussed in the preceding section. 
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3.0 Fe search Findings 



3.1 Major Findings from the Analysis of Service Pro vision on Congregate 
Housing Sites 

The most striking and important conclusion from the extensive analysis 
of service provision in the context of elderly congregate housing facilities 
is that the congregate mode represents a housing option in which the pro- 
vision of a service package is the norm. The average of nine different 
services is provided across the twenty-seven study sites. More specifically: 
100% provide a meal service (a prerequisite for inclusion in the sample) 
and a recreational program; 89% provide social, educational, and security 
services; 85% supply transportation; 81% offer commercial services; 78% 
provide a medical program; 67% offer housekeeping assistance; and 59% 
provide a laundry (linen) service and protective services. 

Interestingly, the most prevalent service types appear to be those 
which stress physical activity and independence. Social, recreational, 
educational, and transportation service provisions appear with significant 
consistency in the sample. -Another observed pattern is the linkage of. 
physical support services: ' meals, medical care, housekeeping, and linen 

services. Over half of the sites which provide one of these provide the 

~i 

other three. . . 

The conclusion that congregate housing represents a combined housing 
and services package, with considerable emphasis on the latter, is 
reinforced by an examination across service types of the method of resi- 
dent payment for services'.. For every t ype of service offefld, in the 
majority of sites, payment is included as part of the r ental fee (either 
as part of the undifferentiated total sum, or as a supplementary obliga- 
tory payment) . This suggests' that congregate hou sing facilities percieve 
themselves as being in the business of provid ing not just ho"«i"9' °£ 
even housing plus meals, but housing and a broad array of supplementa ry 
services . 

In terms of the actual mechanics of service provision, the majority 
of services are provided directly by the management of the facility. 
Contracted services are seldom seen outside the context of catered meal 



C-rr.-r.irv-prcvided services constitute a suistar.tia- prc- 
^l«'of on-site services, although volunteered and donated services 
are not solicited actively or along a coordinated plan (except in the 
case of public housing facilities which are legally unable to provide 
any but housing services) . Community service provision is a resource 
relatively untapped by the majority of current managers of congregate ? 
housing, instead, there is a distinct preference for direct provision, 
despite the administrative, direct labor and capital costs this entails- 
given the multiplicity of services provided on any given site. 

The typical congregate housing facility provider an extensive meal 
service-two or three meals a day, seven days a week. Its medical ser- 
vice package includes frequent (at least once weekly) outpatient clinics 
and the capabilities for providing personal care for the less mobile 
sector of the population. Housekeeping and linen services are offered 
weekly. Opportunities for social, recreational, and educational activ- 
ities arise on a daily basis, usually emphasizing non-active outlets. 
This area of provision is complimented by a regular transportation ser- 
vice, servicing shopping and medical destinations at least once weekly. 
At least a minimal level of security-not unlike that commonly provided 
in a standard apartment residence- i.e., night-time limited access-is 
evident on-site. Protective services are offered only on an informal 
basis by managements , if at all. Some type of commercial enter- 
prise, often a beauty/barber shop, is available to residents at an on-site 
nation. This picture presents the averag* level and mode of service 
provision within each service area found across all the twenty-seven . 
sample sites. ^ 

3.2 ta isE "rfi-JW -• ° f ggaaga """"" ; " a "" tic " - 

on Congregate Housi ng Sites 

»lthou g h a viri.ty of d.v.lop»,.nt mcd.s /org.niiiticn.l irr^.^ts, - 
.nd function,! ch.5ct.ri.tio. w.r. found .cross th. t»«nty-s.v.n sit... 
..v.r.l connon th.ori.s ».r. Wif i«d which brosdly d.scrib. th. «truc 
t„r. of th. M n.u.n«nt .yst.» which op.r.t.s co„ 9 r. g .t. 

distinct service orientation which 
surprising element of commonality was the distinct servi 



characterizes many of the management decisions, policies, ar«d practices 
observed at the sample sites. The goal of providing services to the 
elderly frequently overshadows concerns regarding the financial feasi- 
bility of directly operating a diverse group of services which are 
inherently costly to provide. (This will be expanded in later sections). 
Providing a combined housing and services package is clearly not a 5- 
profitable or easily break-even venture—a consideration often found to 
be irrelevant due to the fundamentally "charity business" approach 
taken by management. Often inefficient operations lacking in clearcut 
financial performance standards have been maintained by special fund- 
raising drives, gifts, bequests— appealing to special income sources on 
the basis of being a service and charity organization for a "deserving" 
needy sector. 

This central observation explains a variety of management and opera- 
tion characteristics'. For example, the development of congregate facil- 
ities is somewhat haphazard. At only two of the twenty-seven sites were 
any preliminary investigations of the potential market made prior to the 
decision to develop. .. In the majority of cases, the 'owners built what 
they thought "should" be provided and then expected the demand to respond 
to the new supply. Similarly, the on-site service level was arbitrarily 
decided prior to any analysis of the service needs of the target income 
sector. As a result there is some evidence of mismatching *>f supply 
and demand as seen in the occupancy levels of facilities providing a very 

high level of services. 

Similarly;' due to the lack of clearcut financial performance stan- 
dards; and to' the service orientation of these facilities, "many problems 
are encountered in providing services. There is a commitment to pro- 
vide services "at all costs" , which is, indeed, what produces year after 
year of operating deficits. Although administrators are aware of rising 
costs "W are 'loath to maintain -appropriate and viable prfcing policies 
since they are constrained by their service and quasi-philanthropic 
policies. Inefficiencies are found in administrative practices with an 
excess of "unskilled staff who might well be replaced by fewer pro- 
fessionals. Staffing decisions are made often on the basis of 



ncr.-prcfsssior.al criteria but rather of family ties, etc. There is 
clear under-utilization of community (volunteered) services (which could 
minimize the redundancy and cost of service provision) and of 
professionally-specialized contracted services— which was particularly 
surprising given the severe problems encountered in providing a diverse 
number of services which allow little pooling of staff, a range of large= 
capital investments, etc. 

Interestingly, staff professionalization was found to be related 
to the income of the resident population and to the extensiveness of the 
service package, increasing as these variables increased. The existence 
of professionally trained staff furthermore was associated with prior 
management experience with the elderly-suggesting that experience has 
proven the benefits of professionals running the major services provided 
on-site. The large proportion of the on-site' labor force, however, 
is very low-level, unskilled staff. In fact, professionally-trained 
personnel seldom account for more than one-quarter of the total payroll. 
Given this staff structure, it is not surprising^ to observe a high level 
of centralization of decision-making authority at the owner/manager . . 
level. Concomitantly, residents have significantly little impact on 
management operations and policies across the twenty-seven sites. 

3.3 naior Findings from the Anal y sis of the Design Features of Congregate 
Housing 

Perhaps the mos't important conclusion reached regarding .the physical 
design of the twenty-seven sample sites was the fact that the design pro- " 
grams of the facilities clearly expresses managements 'service orientation 
and fundamental bTas against an institutional environment.; (This, bias . 
was referred to earlier in the discussion of service provision where it 
was noted that 'the^most common services across /all sites were those which 
stressed physical ^activity) . For example, Jlthou.gh a variety of physical 
structures were fo"und, a common denominator was. the provision of common ^ 
spaces (for service delivery) , at a central core of the design. The allo- 
cation of interior space to c.wn areas was directly related to .the num- 
ber of units and size of dwelling units. As these decreased, the common 
space allocated per occupant increased. 
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The non-institutional orientation of congregate housing was clearly 
displayed in the design programs of the study sites. For example, there 
was a notable lack of prosthetic equipment and special design features 
provided in the facility. This can largely be explained by clearly arti- 
culated intentions on the part of management to avoid an institutional 
environment within the facility. The criteria for the inclusion of any 
special features was unobtrusiveness and easy adaptability to conven- 
tional structural modules. The only significant consistency of special 
design features across all twenty-seven sites was barrier-free circulation 
spaces, i.e., accessibility to all areas without the use of stairways, 

lack of thresholds, etc. 

The non-institutional orientation of congregate housing was also 
apparent in individual dwelling units. Significantly, the most prevalent 
types of units among the twenty-seven study sites were efficiency and 
one-bedroom apartments with private bathrooms and kitchen (ette) s . (In 
fact, 60% of all units have kitchens or kitchenettes.) Clearly, con- 
gregate housing is providing self-contained housekeeping units-an environ- 
ment conducive to maintaining one's privacy and individual- lifestyle. 
It is also important to note that sites encourage residents to bring 
their own furniture and to recreate their own living space. Furthermore, 
plenty of storage space is provided, both in units and in common storage 
areas, so that residents can retain their own possessions: All of these 
features contrast with the institutional environments where the individual 
is given little opportunity to personalize, his/her living space. 

Interestingly, the layouts of congregate housing sites typically 
enforce a rigid segregation of the apartment residence and any on-site 
medical facilities. This is accomplished by architectural barriers such 
as limited access locations, separate buildings or wings, heavy fire doors, 
etc. When personal care is offered in the congregate residence, it i. 
usually provided in specially-designed units, which again are segregated • 
from the rest of the apartments. This segregation minimizes the visi- 
bilit y of medica l r „ SO nnel. as wel] as the ill and infirm, and perpet u- 

the imprcssi™ that active healthy peopl e live in the congregat e 
facility . 
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3.4 Profile of the Elderly Living in Cor.greoa* * Housing Facilities: 
Characteristics and Weeds 

in terms of their socio-demographic characteristics, the congregate 
housing residents of the study sample generally represent all the major 
sectors of the national elderly population in terms of age ranges, income 
status, Physical capabilities, marital status, etc. However, the sample, 
has certain characteristics which clearly differentiate it from national 
distributions. For example, blacks are severely under-represented, com- 
prising only 7% of the population, and women far outweigh males in the 
resident population. Although elderly of all ages can be found across 
the twenty-seven sites, the age distribution is significantly weighted 
toward the very old. Seventy-two and two-tenths percent of the population 
•are over seventy-five years of age. However,. the elderly move into con- 
gregate facilities while relatively young - sixty-two to seventy-five 
years of age. Survey results clearly showed that congregate housing is a 
place to grow old. Furthermore, there is a preponderance of single and 
widowed women in the congregate population (80%), and the majority of 
respondents had lived independently , either in apartments or their own 
homes prior to moving in. These combined observations may suggest that 
one reason for choosing age-segregated elderly housing may be loneliness. 
The fact that the congregate elderly have generally poorer health status 
than the national elderly suggests that, as a population, they may no 
10 nger feel secure.living totally independently. Vet the data showed that 
they do not perceive their health to be a crippling problem, (a majority., 
-viewed their, health positively) and thus do not Aink of themselves a. 
quiring the high-level of medical care found in an institutional, setting. 
Thus they may have. found in congregate housing an appropriate balance 
of readily available" services and of attributes of conventional housing. 

The income distribution of the.sample of congregate elderly is also - 
revealing. Although all income "groups are represented, in comparison . 
with national statistics the income distribution is weighted toward the - 
upper strata and thus, as a whole across all sites, the congregate elderly 
ha ve higher mean incomes than the IKS. elderly population at large. 
This explains why congregate residents can afford a combined housing and 
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service. pacH.ge which is clearly more costly th.n conventional hcusu,, 

i 

I 

0?tl0 OT. final dietinguishin, charact.ristic of th. .tudy population j 
d „.rve. mention. Th. congest. .Id.rly. a. a group, .r. highly active. I 
Prior to living in con,r.,.t. f.ciliti... r.spond.nts war. found to ,0 
shopping and to vi.it thair fri.nd. n.arly .v.ry day and ov.r half parti" • 
ci l.d in club, and activitia. at .irniLr rr.ou.nci... Th. analyal. of 
activity pattern, of the elderly livin, in congregate f.ciliti.. demon- 
strated almo.t dually high level, of activity. Clearly thi. group rs 
not in th. m.r>c.t for restrictive, regul.ta*. environments. Thi. charac- 
t ..i.tic has the broadest implication regarding th. "needs" of thi. « " 
, or which must b. fulfilled by the congreg.t. .nvironment. The con, ^ 
. W .rly «r. found to clearly need an environment which would permit « * m 
n maintain th.ir own independent lifestyle., These elderly do not per 
cei v. th.rn.elve. as needing a supportive .nvironment at the trme they 
K,ve into congregate facilities. - f u the 

„ow.v.r. .11 congregate .ld.rly respondent, mad. the decrsr n 
previous livin, .rr.nge.-nt.. 8S. of which had been independent -. 
7™ore they all chose a housino. and service, pac-aoe. whxch provxde. 

Furthermore, they axx * n«; n a These 

. distinctly different environment from totally rnd.pend.nt Irvr 

two singly contradictory needs, for a housing and ..rvr« * - 

for a ..ttin, which permit, m.int.n^c. of an rndep.nd.ht llf style. 

r.solv.d by r..id.nf attitude, toward. ^J^^- 

■ m opting for the congregate pr», r they , , ^^7^ 

In^hj "" ~T °"-' lte f " V ' r " — "^77~"_ 

^T^-I-T^TTor tbe security or readrly avarice 

ecli ps.d more specific need.. The elderly- need for apecr.1 U*T 

ro.th.tic eguipment ... notably understated. , — ^ ' 
isi rly advanced he.lth problem, betr.yed any awaren... of the phy. _ 

environment. .... 
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3.5 The Fulfillment of Basic Shelter ar.d Servi ce Needs by Cor.crecate 
Housing 



The basic shelter needs of the congregate elderly are effectively , 
ir.et: the majority of residents are provided with efficiency or one- » 
bedroom apartments with private kitchen (ettes) and private baths. The j 
vast majority of residents are very satisfied with their accommodations 
in congregate facilities. (The only major dissatisfaction arises among 
those who are provided with only one room units and those without pri- 
vate kitchens.) Congregate housing is effective along another dimension 
of this issue of providing for basic shelter .needs. For a low income 
group which had rented housing in central cities, congregate housing 
represented an amelioration of housing quality in the e.yes of residents. 

Congregate housing also fulfills most residents' service neeZ*. ■ 
Patterns of service utilization clearly showed that on-site services 
could fulfill a variety of specific needs. For the majority of congre- 
gate residents who are relatively free of major health problems on-site 
services are used as conveniences, which release them from performing 
essential everyday' tasks of meal" preparation and housekeeping. This 
release results in dramatic increases in leisure and social activities. 
For an older, less healthy sector of congregate residents, on-site ser- 
vices perform more essential support functions, and patterns of service 
utilization among this sector show markedly greater reliance on on-site 
services than among any other population group. 

This service utilization pattern shows that congregate housing 
effectively fulfills the primary need of security coverage. /.Although a r 
ma jority of residents exercise their options to choose if and when to ^ 
use on-site services, there is clear evidence that as age advances and 
health status declines, residents' use of and dependence on on-site ser- 
vices steadily .increase. Thus, congregate housing appears to provide - 
services and' care on an "as-needed" basis, and thereby is a sensitive 
service delivery mechanism which allows residents to gauge the appropriate : 
level of services, support and care that they require. - - 

An important conclusion that 'emerged from a site by site analysis .. 
of survey data is that a wide range of service packages was found to 
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fulfill residents' needs for security coverage. Satisfaction c: this 
need was notably not dependent on extensive on-site service provision. 
The mere availability of on-site staff in case of emergency, and service 
which can obviate the necessity of having to travel to medical care, or 
to go shopping for food, or to do housework, seems to be adequate to allay 
residents' fears regarding emergencies, illness, and disability in the 
future. | 

3.6 Performance of Congregate Housing in Offering an Alternative to 
Institutionalization and in Helping Maintain the Inde penoence 
of the Elderly 



The issue of congregate housing providing an alternative to independent 
life on the one hand and institutionalized care on the other is intricately 
involved with defining the wide range, of physical capabilities and gradations 
in independence/dependence levels between the two' extremes. Based on the 
results from the survey of congregate residents and applicants, congregate 
housing appears to be able to accommodate this large spectrum of elderly 
needs. The sheer availability of on-site" services fulfills the security 
insurance need of the relatively independent, active sector. The on-site 
services -can provide support to elderly persons whose age- or failing health 
makes food preparation, housekeeping, going to see the doctor in the commun- 
ity, etc.; somewhat difficult and physically taxing. Between these two 
modes of service utilization are a range of use patterns varying by 
frequency, by number of cm-si** services used, by the proportion of on- 
and off-site activity^ etc. The fundamental flexibility of congregate 
housing service policies which eschew obligatory service utilization permits 
this variable" use of services and effectively accommodates individual needs. 

The actual range of needs \hat a facility can fulfill' is obviously 
directly -related to the variety' and extensiveness of services provided 
on-site." In ' turn/ the" level of "services provided on-site'depends on the 
management's decision about ^the' extend to which the facility should accommo- 
date the aging process.' Some sites commit themselves to life care, which 
requires the broadest range of services, with a prerequisite of extensiw 
medical facilities. Inherent in this definition is the assumption that 
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the congregate complex can obviate a second move to a separate institu- 
tion. Instead, the resident requiring extensive medical care merely 
becomes a patient of the on-site facility. Most other facilities serve 
a far narrower range of needs, usually because they provide limited 
medical care on-site. Residents requiring more extensive care are 
obliqed to obtain it by movinq either to another congregate facility with 
expanded on-site service capabilities or to an institution. 

An important corollary of this issue is whether congregate housing, 
with its combined housing and services package, effectively permits the 
elderly to maintain their independent lifestyles. The overwhelming con- 
clusion from the analysis was that congregate housing facilities indeed 
maintain the independence of the elderly and, in fact, foster its main- 
tenance. There was no observable decline in independent activity as a 
result of residence in a congregate facility. Instead, there was a marked 
increased in certain activities. 

Observing these trends through time, survey data produced the 
conclusion that congregate housing can effectively prolong independent . 
activity. The key here is the issue of access. Over time, as individuals 
grow older and health status declines, getting places becomes increasingly 
mere difficult. This access problem is what finally precludes a high 
level of activity in the community requiring transportation, planning, _ 
and a measure of mobility. In the congregate setting, in contrast, as 
activity in the community declines, it is substituted by activity within 
the facility, since services and programs are readily available on-site 
The pattern through time shows that eventually as residents grow very, old 
and very feeble, even on-site activity declines. The key point here is 
that activity has been prolonged effectively with'] on-site services, beyond 
the point in time when it naturally would have begun tojiecline..(due to - 
the problem of access) ' were community service*. th«_ only, resource.-' — 

3.7 Findings from Cost Analysis of Congregate Housin g Operations -* 

Perhaps the most important conclusion from the cost analysis of con- 
gregate housing operations was that the provision of services is a highly 
costly enterprise, with costs rising in direct proportion with the 
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ertensiven... of the services offered. Sot only .re there considerable 
^rect cost, involved with service provision, but .1,0 edministr.tiv. 

vice, provided on-site. The cost en.ly.is showed th.t in-hous. erect 
service provision hes no .pper.nt co.t edv.nt.ce over ccr.tr.cted serv!c. 
provision. Signified ed.ini.tr.tiv. co.t ,.vin,s could b. re.lired by 
-reeter us. of contacted service., and tot.l service provision expendi- 
tures could be reduced by ttting gre.ter advent.,, of volunteered lebor 

or community b.sed services. 

in oenerel. congregate housing operetion, ere he.vily subsidized. 
OP.r-.tin, costs .re not fully «t by operetin, income. For the vest «,«- 
lty of the sites covered by the study, reported operetin, surpluses could 
b. traced to either non-oper.tin, (charitabl. subsidy) income, or . 
failure to report the true costs of being in business. By 
.belting donstions .nd begu.sts. by obteining below mer k et r.te fmenc- 

iB „ by felling to T^.^T^J^JT- P- 
cial'statements- show positive positions. This refiec 

"" a public subsidies of congregate housing for the elderly. 
~" ZTLT :,,.tiv. cost conclusions regerdin, co„,re,.te housing 
op.r.tions. comparison with the cost, of providing 

nursin, cere produced contrasting results: Con,r.,.te f.cUit i. ^ i 
high ^medium levels of service pec k .ge. on-, it. ^ £ 
cently cost effective '.Itemetives to certein levels of 
^particular eXill-d -sing F.cilities, " end h.v. lower operetin, - - 
• cost - . th»-th.- national aver.ge for .11 nursin, feclliti... 

4 o T„pl i cations of °>««»rch Findings 

^research result, presented in the preceding sections .11 converge 
tn the overwhelm*, conclusion thet congreg.te hou.in, doe. ~ - 

eff.ctiv.iy 'meet the needs of its elderly residents. Furthermore it 

' ,„ imo'rove their' 'quelity of life." by helpin, counter.ct th.rr 
rul'i 1 ST* proved housing for . low inco. sector, 
^vlb, off unnecessary .nd premature in.titotion.Us.tion. end by 
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providing a humane environment to grow old in. Congregate housing 
accomodates to residents' individual lifestyles and allows a large 
measure of freedom of movement, discretion, and privacy. There are notably 
few rules and regulations to restrict residents' activity. In other 
words, the elderly congregate residents generally are treated as inde- 
pendent individuals, and are not subjected to humiliating protective 
or restrictive policies. Furthermore, congregate facilities provide 
consumers with the services they require as they need them. Thus resi- 
dents themselves can match their needs with appropriate levels of care. 
Until residents decide to use them, services are relatively unobtrusive. 
This arrangement permits residents to exercise discretion regarding 
their service utilization, thereby functioning as a highly sensitive ser- 
vice delivery mechanism. Therefore, as a final conclusion, congregate 
housing is highly useful for a broad spectrum of elderly with an accom- 
panying array of needs. It effectively provides the elderly with shel- 
ter and services once they no longer want to live independently, and 
before their physical capabilities decline to the point of needing con- 
stant surveillance .and intensive health care; 

However, some distributional problems surfaced as the result of the 
research analyses. Although congregate housing does indeed service a 
range of elderly persons, it is important to. stress that upper income 
elderly are provided a very different kind of housing and services P* ck -_ . 
age than the poor. The distribution of services is determined by the 
costs of services, as discussed previously. As service levels climb, so 
do the costs of operations.. Clearly, the upper income e Idejly are the ^ 
only ones able to pay for the very .high costs of extensive services. 

Another. interesting facet of this issue of the uneven distribution 
of services among the congregate elderly is the location of different _ ; 
types of facilities. Congregate sites for the moderate and upper income _ 
elderly were usually located in suburban and rural locations, while those 
for low income elderly were in urban areas. As a general rule, respond- 
ents moved into congregate sites in neighborhoods similar to the ones 
they had lived in previously.. This is particularly significant since ^ 
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low income elderly cited the unsafe character of the neighborhood as a 
reason to move from previous housing. This group experienced no improve- 
ment of neighborhood quality in the move to congregate housing. 

Therefore', although all sectors of the congregate elderly popula- 
tion are receiving some services as part of their housing package, they 
are receiving very different services. Of course, upper income residents 
pay for the luxury of having a high level of services. However, it is 
important to note that congregate housing is not able to provide a broad 
array of services at low cost. 

Several important conclusions emerged as a result of the analysis of 
congregate housing as a service delivery mechanism. Its effectiveness 
in this role lay principally in the fact that on-site service provision 
1) obviated the problem of access (which for the elderly is the single 
largest determinant of an individuals' activity) and 2) fulfilled the 
elderly'* need for a sense of security in .case of emergency and in light 
of the progressive physical decrements which accompany aging. Provision 
of on-site services in the congregate context. appears to be successful 
for other reasons as well. Characteristically, resident use of services 
is not mandatory, which has allowed residents to take advantage of on- 
site services on an as-needed basis. This flexibility allows a wide 
range of needs to be met. The provision of services at a central point, 
in this case, the congregate facility, has the effect of creating a focus 
for community involvement.. Furthermore, a" final advantage of a central- 
ized service delivery mechanism is. that", 'in the context of elderly con- 
gregate hosing, sHared *" > 
opportunity"'and"focus"for social interaction/ •'' *. ' ' . ^ 

■ There' are, howeverfproblems. in providing services on-site at congre 
gate facilities'. " There are no discernible advantages, in terms of 
reducing expenditures, that' accrue from a centralized service delivery 
system. Each'service requires its own staff, its own specialized spaces, 
and its own capital equipment. There is very" little potential for pool- 
ing these resources, all of which represent substantial cost elements. . 

The other major problem inherent to the service delivery systems 
seen in the congregate context is their flexibility and the resultant 
drop-in nature of their utilization. This cause, a highly unstable 
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are physically able. 
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Senators Lawton Chiles, Pete V. Domenici. Frank Church, John 
Melcher, David H. Pryor, Bill Bradley, Quentin N. Uurdick, and John 
Glenn of the Special Committee on Aging introduced S. lOtK), which 

f provided elderly households with a special medical deduction for al- 
owable medical expenses above $35 a month. 
Senator Chiles, upon introducing the bill on May 2, explained: 

Those people with relatively low medical bills would be 
able to deduct such expenses within the allowable $65 standard 
deduction. But those people with high medical expenses, who 
have received no deduction under the new law, would be able 
to deduct these expenses when computing their net income 
which determines their coupon allotment. 

The Senate Committee on Agriculture, Nutrition, and Forestry 
combined this medical deduction provision with a provision that elimi- 
nated the $80 ceiling on shelter deductions for Households with an 
elderly member. This measure, approved by the full Senate, was 
amended in conference to include severely disabled persons among 
those eligible for the special deductions. This measure was signed into 
law on August 14, 1979 (Public Law 96-58). 

Realizing the need to implement this measure promptly, USD A pro* 
mulgated final rulemaking regulations expeditiously on September 25, 
1979 (7 CFR, parts 272 and 273, vol. 44, No. 187). These final regula- 
tions allowed the States to implement the new deductions between 
the issuance date of the regulations and January 1980. Most States 
planned implementation for January 1980 with several putting the 
new regulations into effect in December 1979* 

In a related matter, the USDA issued proposed regulations on De- 
cember 7, 1979 (7 CFR, part 273, vol 44, No. 237), to implement a 
provision in the 1977 amendments to the food stamp program regard* 
ing application procedures. Specifically, the proposed rules carry out 
the change in the 1977 law to allow SSI households to apply for food 
stamp benefits at local or district social security offices and to be 
certified on the basis of information contained in the social security 
files. This would simplify the application process for aged, blind and 
disabled persons by allowing a "one-stop" application and certification 
process, instead of the current M-ocess which requires personal visits 
to at least two administrative offices. 

Final promulgation of these regulations is expected in February 
1980. 

IV. CRIME AND THE ELDERLY 

The increasing political activity of senior citizens in combination 
with the present trends towards enme prevention is resulting in higher 
priorities for legislative issues concerning crime and the elderly. Al- 
though available statistics have not substantiated claims of greater 
senior citizen victimization as compared to younger persons in all the 
traditional categories of crime, the elderly have Deen shown to suffer 
a disproportionate number of predatory crimes (robbery, larceny, 
fraud) for their numbers. 

The physical, psychological, and economic aspects of victimization 
and the even more debilitating effects of fear of crime, are beginning 
to be addressed. National programs and Federal legislation are pres- 
ently directed towards victim assistance, crime prevention, end educa- 
tion programs. 



201 

A. General Status/Background 

Although it has generally been advanced that senior citizens are es- 
pecially vulnerable to crime, the rate of criminal victimization of older 
adults, as compared with the entire population, is still a matter of 
debate. 

Victimization studies conducted by the Law Enforcement Assistance 
Administration (LEAA), 9 the National Retired Teachers Associa- 
tion/American Association of Retired Persons (NRTA/AARP) and 
the National Crime Survey (NCS) T all generally agree that older 
persons are not disproportionately represented as crime victims when 
all serious crimes and all age groups are considered* The pattern would, 
at first glance, indicate that the young are more likely to be victimized 
than the old. A closer inspection, however, reveals that while the young 
are indeed more prone to becoming victims of personal crimes such as 
rape and homicide, it appears that the rates of personal larceny, rob- 
bery, and fraud are as nigh or higher for the elderly when compared 
with younger groups. In fact, it is contended that the elderly who live 
in the inner city are victimized out of proportion to their relative 
numbers.* 

According to one study, the aggregate data of official statistics and 
victimization surveys is often misleading as to the true extent of the 
problems and underestimates seriously the impact of the problem on 
many individuals and communities. "What little information is avail- 
able would substantiate the impression of many that such victimiza- 
tion is on the increase*" 9 

B. Trras or Crimes 

- The nature of crimes against the elderly are primarily of the preda- 
tory type, rather than the violent type. One of the best studies of 
traditional crime categories, conducted in Kansas City, found that 
among the elderly burglary was the most frequent crime (55.9 per- 
cent), followed by robbery (24.6 percent), larceny (13.9 percent), 
assault (2.5 percent), and fraud (2.3 percent) with rape, homicide, 
and all other crimes under (0.52 percent) . M 

The following tables, taken ixoni tiie Department of Justice's na- 
tional crime survey report, illustrate the frequency of elderly victim- 
ization in comparison to other age groups. 11 

•U.S. Department of Jostle*. Law Enforcement Assistance Ad mi nutrition. Criminal 
Victimisation Studies In toe Na ton's Fire Larreet CltSee. { W*shln*ton. 1975.] 
• NRTA/AAHP. Crime Prevention Frog mm. { Washinffton : NRTA/ A A HP. 1977.] 
9 John J. Glbbi. Crimea Against Persons, f Washington ; U2AA. 1970. t 
•Robert J. Smith. Crimea Against the Elderly : Implications for PoltcyMskers and Prac- 
titioners. £ WsshiDf ton : The International Federation on Aging. 1979], p. 7. 

•Ibid. 
. * Ibid., p. 9. 

»U.S. Department of Justice. Law Enforcement Assistance Administration. National 
Crimintl Justice Information and Statistics Serrice. Serrice Book of Criminal J us ties 
Statistic*— 1978 (Washington. 1978) p. 880. pp. 382. 888. 
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Although it is the brutal and often sensational acts of violence that 
receive the most publicity and generate the most fear, these crimes are 
not numerically the most important This quantitative conclusion 
should not diminish attempts to prevent such otfenses. However, focus 
is now being directed to the less sensational, but numerically more 
important and often socially, psychologically, and physically more 
damaging nonviolent crimes" against older persons. 

C. Social and Physical Environment 

Several factors combine to render older persons particularly sus- 
ceptible to the incidence and aftermath of crime. The most potent 
factor accounting for victimization, however, is the composition of 
the neighborhood in which the older person resides. The tragedy in 
American cities that have been studied is that older citizens tend to 
be concentrated in the inner city, where crime rates in genera] are 
higher. 

This fact raises the question of why older Americans live in these 
high crime areas; it is obvious! v more than a matter of simple choice. 
Many are original residents of the neighborhood, regard it as their 
home, and are reluctant to leave. Others come there because of their 
need for low-cost housing and for the services which are available in 
densely concentrated housing. Still others may wish to leave, but their 
low incomes prevent them from resettling in outlying safer areas. 11 

The concentration of older people in the inner city could be a 
causative factor in the increase in crime because they are often trapped 
into close and unavoidable contact with that element of society most 
likely to attack or steal from them— young unemployed males who 
* also tend to inhabit the inner citj\ The irony is th*t high rise, low-cost 
housing has been actively sought in the past oy senior groups, churches, 
and organizations for older people, but the problem of security was 
not carefully reviewed at the planning or building stage. As a result, 
apartments, homes, and the immediate neighborhood surrounding the 
older people's dwellings often become high crime areas, if they were 
not so Wore. 14 

It might be noted that according to the aforementioned Kansas City 
study, in 80 percent of the serious crimes studied, the elderly victims 
were in their own homes or in the immediate vicinity. It might addi- 
tionally be assumed that the greater percentage of instances of fraud 
also take place in or near the home of the victim. The fact that so 
much of the victimization of the elderly usually takes place in or 
near the home add to the trauma of victimization, since the home is 
usually regarded as a refuge. This situation undoubtedly contributes 
to the great fear of victimization expressed by many older people. 

A perceived threat can be just as debilitating to the general well- 
being of the individual as a real threat— in some, cases even more 
Even in the cases where fears may be largely unwarranted, the effect 
is just as severe on the older person's behavior as when the fears are 
objectively justified." . • v . 

"Smith, p. 11. 
» !M&, p. I* 
"IbM, 

"Ibid., p. 2L 
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Imtact or VicmazAiioN 
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* Robert J. Smith V "Crime Against the Elderly : Implications for 
Policymakers and Practitioners ' (pp. 17-18) contains a comprehen- 
sive overview of the quantiutive and qualitative aspects of victimiza- 
tion experienced by older persons. .... , ^ 
-4he physical, financial, psychological, and behavioral 1 scars suffered 
by the elderly victim are often profound, and the cost to society is 
nmitifaceted and immense, Until recently, the impact of crime on the 
- victim had not been a major consideration of the criminal justice 
~ ^system. The individual suffering most from crime, the victim, has 
called "the forgotten element of the criminal justice system, 
ui ail Arsons who, ffi one wa> or:anc<her, hecolie tfrrgett of-s crimi- 
nal actT many contend that the elderly usually suher most. Many 
reasons are offered as to why the impact of a crime on an oder adult 
should be viewed ditferenUy in comparison to \^ lw " c SS 
oi-a younger person. Jack Goldsmith; autborjgf jevcrej P«W»«J«; 
doling with crane and the eWerly, haotfered&^n^why a special 
approach should beiaken toward victimizatiS of the aWerly : 

11) There is a high incidence of reduced or low income among the 
elderly. Thus, the impact of any loss of economic resources is rela- 



, 32) KbXrpeopleire morelikely to be rictujuzed, repeatedly, often 
€ by thesamf crime ana the same offender. * . . 

* 7(3) Older people are more likely to live alone. Social isolation in- 
~ creases vulnerability to crime. " . 

* U4) Older people have diminished physical strength and stamina, 
Whence they:aW Wable to defend themselves or to escape from 

mora likely to suffer*™ physical ailments 

g wk as (loss arthri - ' ^*™!* ta * problems 

^ JE^in nul^eoofc are pKvsicaSy more fragile and more easily hurt 
^^u d ^^SeJd^enilves. ForlampleTbones are more 
g ea^y broken Sd recovery is more difficult. Thus^they are less likely 

5 ^f^o^tiaTcriimnaL are aware of the diminished physical ce- 
pacity and the physical vulnerability of the elderljand thus are more 
CrffiJ toseek out an elderly target (whose aged status is «^£*Jri- 
i% \8) There is igreaterhWood that ol&r people wiU 1 live m hjg 
$?4i&» neighborhoods, rather than in suburbs as *, result of diminished 
- Lome and of being rooted in central ciUes.' Thus, they find them- 
- selves in close proximity to the groups most hkely to wctimise them- 

' ItlSrS dXof'receibt by mail of m^?5al security and 
%Lrben3i ?chedb (and&nce the dates wjen older-feople are most 
; . :%ly to We ca^on their person pr in the* dfj^j/) ;are widely 

%^°10) Dependency' on "wa^f V <* J^$4SW8£ 
^--4;P.t_* __J_ _ijT. f n r nh™V*l. ffhancm. Or. other reasons, 

■ Susceptible 
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(12> Older people hive the highest rates of crime of personal larceny 
with contact {theft of purse, wallet, or cash directly from the person 
of the victim, including a tempted purse snatch). 

(13) Awareness of inert ased vulnerability to criminal behavior has 
a chilling effect upon the freedom of movement of older Americans. 
Fear of criminal victimization causes self-imposed "house arrest" 
among older people who may refuse to venture out of doors. Further- 
more, even in those situations where the fear of being victimized may be 
somewhat exaggerated or unwarranted by local conditions, the effect 
on the older peison is just as severe as when the fears are justified. 

(14) Because of the loss of status and decreased sense of personal 
efficacy associate i in American culture with being old, older people 
may be less likely to process complaints through the criminal justice 
bureaucracy and to draw upon available community resources for pro- 
tection and redress." 

Thus, although the elderly generally may not experience abnormally 
high victimization rates, tne effect of such victimization— financial, 
physical, and behavioral — can be far more devastating to the older 
adult than to younger members of society. 

What is needed is to change the concept of criminal victimization of 
the elderly. The physical, economic, behavioral, and environmental 
consequences associated with the older victim make such special atten- 
tion necessary. Due in part to their special vulnerability and the differ- 
ential impact of crime, fear of criminal victimization can be particu- 
larly pervasive among older persona. The crime problem has two 
aspects: The actual victimization and the fear of victimization. 

Many experts believe that the fear of victimization and its behav- 
ioral ramifications are even greater problems ♦ victimization itself. 
The psychological effects of victimization fo* victim and nonvictim 
alike, include a great increase in fear and anxiety, and a decrease in 
morale, ultimately resulting in a restriction of activities. 

The social and psychological costs to a community of cue victimiza- 
tion of its elderly residents are inestimable. If older people are pre- 
vented from participating in community life because of the effects A 
victimization itself or the fear of it, the community loses the contribu- 
tions of many individuals who have much to give." 

E. Focus : Legislative A ctivity — Victim Assistance and Crime 

Prevention 

The active participation of older people in advocating breakdown 
of traditional stereotyping has resulted in the older person being por- 
trayed with greater dignity and more realism. This trend, when com- 
bined with recent citizen action to prevent crime before it happens, 
has resulted in Federal legislation raising the crime prevention needs 
of the elderly to a higher priority. 

Legislative activities during the past year have included both pre* 
incident (prevention) and postincident (victim assistance) innova- 
tions. Though tho future of most of the newly introduced legislation 
remains uncertain, the new policy of riving formal recognition to the 
once-forgotten victims of crime in the federal Government's anti- 
crime programs has been established. 

"Jftck Goldinlt* and X. E. Tbomai. M Crlmtt Agalnit tne Elderly: A Continniac Na- 
tion*] CHiit," Afftoi (Jcnc-July 1074). 236: 1<M* 

« ibid., p. as. 
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WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #12 



SUBJECT: Provision of services to 
older people 



Attached is information on 
the various services provided 
to older people. This infor- 
mation is extracted from a 
United States General Accounting 
Office report to the Congress. 



SOURCE "The Well-being of Older People 

OF DATA: in Cleveland, Ohio", United 

States General Accounting Office 
report, HRD-77-70 , dated 
April 19, 1977. 
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HOW SERVICES ARE DELIVERED 



Using a multiprogram approach, we were able to study 
many programs designed to help older people. The followir 
describes some of our results and suggests ways that they 
can be used by Federal agencies in administering the pro- 
grams. Data showed that 

— many social service agencies provide certain 
kinds of service which lend themselves to 
centralized administration; 

--family and friends are a Targe source of 
service for many older people; 

— many low income older people live in higher- 
income neighborhoods served by few social 
service agencies and, as a result, they may 
not be receiving agency services; 

— many social service agencies emphasize public 
housing sites and as a result do not reach 
some older people who could benefit from 
multiple services; 

— many older people who are eligible for 
assistance under certain Federal programs 
are not receiving that assistance; 

— many low-income older people who own their homes 
do not get financial help; 

— older people are likely to recognize a need 
for certain services but not for other services; 

— provision of more assessment and referral type 
services could lead to more older people 
receiving all appropriate services; and 

— many impaired older people do not receive social/ 
recreational services. 

CENTRALIZING SERVICES 

Over $74 million was spent in Cleveland in 1975 to 
provide services through social service agencies and 
health services under Medicaid and Medicare, as follows: 



Total funds— $74.3 million 



Of the $74.3 million, $58.6 million was for health 
services under Medicaid and Medicare and subsistence under 
Supplemental Security Income. The remaining $15.7 million, 
which was spent by the 118 social service agencies, came from 
the following sources: 

Amount 

Source of funds (millions) Percent 

Federal $ 9 # 4 

County *7 

City i' t6 
Private 



60 
4 
10 

JLO 26 



Total $15.7 



100 



2 
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The $9.4 million of Federal funds went to 84 of the 
118 agencies and came from 23 Federal programs administered 
by 7 Federal agencies, including the Departments of 
Agriculture; Health, Education, and Welfare; Housing and 
Urban Development; Labor; and Transportation. (App. VI 
shows the Federal agencies and programs funding services in 
Cleveland, and funding levels for fiscal year 1975.) 

The 1975 annual funding ievel of most agencies was 
less than $100,000. Of the 118 agencies, 92 (78 percent) 
receive less than $100,000 each in Federal funds annually. 

Many of the agencies provide similar services. For 
example, the most offered services are information and 
referral (77 agencies), transportation (63), social/ 
recreational (61), escort (51), and outreach (43). Infor- 
mation on the number of agencies providing each service is 
shown in the following graph. 



SERVICES PROVIDED 

INFORMATION ANO REFERRAL 
TRANSPORTATION 
SOCIAL/RECREATIONAL 
ESCORT 
OUTREACH 
EDUCATION 
ADMINISTRATIVE ANO LEGAL 
MENTAL HEALTH 
MEAL PREPARATION 
RELOCATION AND PLACEMENT 
CHECKING 
MEDICAL SERVICES 
MULTIDIMENSIONAL EVALUATION 
NURSING CARE 
PERSONAL CARE 
HOMEMAKER HOUSEHOLD 
FOOD. GROCERIES 
EMPLOYMENT 
FINANCIAL ASSISTANCE 
CONTINUOUS SUPERVISION 



psychotropic 0«UGS 223 



NUMBER OF AGENCIES PROVIDING 
VARIOUS SERVICES TO OLDER PEOPLE 
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Opportunities for centralizing the administration of 
services are apparent, considering the number of agencies 
providing similar services. Particular services which 
may by their nature lend themselves to consolidation and 
centralization of administration include four of the five 
most-offered services—information and referral, trans- 
portation, escort, and outreach. 

FAMILY AND FRIENDS PROVIDE CERTAIN 
SERVICES TO MANY OLDER PEOPLE 

For the most part, home help types of service and 
transportation were provided by the family or friends* 
Medical and social/recreational services were provided 
mostly by agencies. Financial assistance and assessment 
and referral services were split about evenly between 
family and friends and an agency. The table on the 
following page shows the percent of sampled people 
receiving each individual service by source* 



Source 



Medical services 



Medical care 
Psychotropic drugs 
Supportive devices 
Nursirtg care 
Physical therapy 
Mental health 

Home help services 

Personal care 

Checking 

Homemaker 

Administrative and legal 
Meal preparation 
Continuous supervision 

Financial assistance 

General financial 
Housing 

Groceries and food stamps 

Assessment and referral 

Coordination, information, 

and referral 
Overall evalution 
Outreach 

Social/recreational 
(formal, organized 
activities outside the home) 



Family/ 
friends 



56 
44 

20 
15 
13 
6 



2 
12 
7 



8 



Agency Both Total 
— — (Percent) 



75 
20 
15 
3 
4 
3 



1 
1 
5 
7 
8 
1 



7 
10 
8 



3 
8 
5 

30 



75 
20 
15 
7 
4 
3 



58 
46 
26 
23 
22 
8 



9 
22 
15 



12 
8 
5 

30 



Transportation 



60 



68 
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Most older people have someone 
available to help 



We asked each sampled older person if he or she had a 
primary source of help if he or she became sick or disabled. 
Eighty-seven percent said they did. Most said they had 
someone who would take care of them as long as needed. 

The most frequent primary source of available help was the 
older person's children — 42 percent of those who said 
they had help available mentioned their children. The 
next most frequent source was the husband or wife — 27 
percent said the help would come from their spouse- 
followed by brother or sister (10 percent), other relative 
(9 percent), and friend (8 percent). The remaining percent- 
age included all others. 

Since the family and friends are now providing home 
help and transportation services, it may well be that the 
family and friends of other older people could be encour- 
aged and trained to provide similar services. Ways to 
encourage family and friends to help older people could 
be identified, developed, and tested. These could include 
training for family and friends and financial incentives 
through the income tax system or direct payments. However, 
any such effort should be structured to encourage and 
support the many family members or friends who are 
currently serving older people. 

OLDER PEOPLE MAY NOT RECEIVE 
SERVICES BECAUSE AGENCIES SERVE 
ONLY CERTAIN NEIGHBORHOODS 

The availability of agency services in a neighborhood 
could be affecting receipt of services. Older people who 
lived in neighborhoods served by few agencies received 
considerably fewer services than those living where many 
agencies provided services. 

To illustrate, when considering only the sampled older 
people who were assessed as generally impaired or worse, 
only 41 percent of those living in neighborhoods served by 
only 2 agencies received 2 or more types of service from 
the agencies. This compares to 64 percent of those living 
in neighborhoods served by 15 agencies, as shown in the 
following table: 
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Agency 
service 
level in 
neighborhood 

Very low 
Low 

Medium 
High 



Average number 

of agencies 

serving neighborhood 

2 
5 

10 • 
15 



Percent of sampled people 
generally impaired or worse 
receiving two or more 
services from agencies 

41 
58 
63 
64 



Further, the family and friends of older people are 
apparently not compensating for the unavailability of serv- 
ices. Looking at services received from both agencies and 
the family and friends, only 15 percent of those living 
in neighborhoods with a very low agency service level 
received five or more services. This compares to 34 
percent of those in neighborhoods with a high agency 
service level, as shown below. 



Agency 
service 
level in 
neighborhood 

Very low 
Low 

Medium 
High 



Percent of sampled older 
people generally impaired 
or worse receiving five 
or more service types 

15 
19 
19 
34 



Agencies located in inner city 

Most neighborhoods with a high agency service level 
were located in the low-income, inner portion of the city. 
Those with a very low service level were mostly in the 
higher income areas of the city. Thus, it appears that 
many agencies have focused on the low-income neighborhoods 
with the idea that low-income ?lder people could benefit 
most from services. 



However, many older people living in higher income 
neighborhoods have both low income and an assessed well- 
being that indicates they could benefit from services. To 
illustrate, there are a projected 4,750 older people who 
have annual incomes less than $3,000 living in neighbor- 
hoods with a very low service level, compared ^o only a 
few more — a total of 5,000 — in neighborhoods with a high 
service level. Also, there are a projected 4,050 people 
with an assessed well-being of generally impaired or 
worse living in neighborhoods with a very low service level, 



compared to 2,960 in the high service level neighborhoods, 
as shown below. 



Service level 
in neighborhood 

Very low 
Low 

Medium 
High 



Projected number of 
older people with less 
than $3,000 annual income 

4,750 
4/550 • 
3,700 
5,000 



Projected number 
of older 

people generally 
impaired or worse 

4,050 
4,100 
3,070 
2,960 



The data presented raises questions about where new 
or expanded services should be located. This data could 
be used in planning the locations of new agencies or the 
expansion of existing agencies. 

One possible way to identify those neighborhoods where 
agencies should focus is to project the number of older 
people in each neighborhood who are impaired in a particular 
area of functioning and are not receiving a related service. 
For example, we projected the number of older people in 
Cleveland who are mildly or worse impaired socially and 
are not receiving social/recreational services. We found 
more socially impaired older people (5,050) in neighbor- 
hoods with very low service levels than in neighborhoods 
with a high level (2,700). The following table shows our 
projections. 



Service level 
in neighborhood 


Projected number of 
older people impaired 
socially and not receiving 
social/recreational sprtrirw 




Number 






Percent 


Very low 
Low 

Medium 
High 


5,050 
4,000 
3,400 
2,700 






33 
26 
23 
18 


Total 


15,150 






100 



also A 5h2 1 iSli*Sl! n JS Ue # C ?? ld - b * USed f0r other ^rvices 
a j. so. The table on the following page shows our 

projections by service level of the number of older 
people in Cleveland who are impaired in the other 
four areas of functioning and not receiving a re- 
lated service: 
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Projected number of people 
impaired and not receiving 
a related service (note a) 



Service level Economic Mental Physical Active daily 

in neighborhood status health health living 

Very low 4,350 3,500 1,350 400 

Low 4,200 3,700 1,050 250 

Medium 3,800 3,050 900 250 

High 2,700 2,650 800 350 

Total 15,050 12,900 4,100 1,250 



a/Related services were defined as (1) Economic: Financial 
assistance, groceries or food stamps, housing; (2) Mental: 
Mental health services, psychotropic drugs; (3) Physical: 
Medical care, physical therapy, supportive devices, nursing 
care; and (4) Active daily living: Personal care, meal 
preparation, homemaker household, administrative and legal. 



Using this technique in the second phase of this study, 
we will attempt to attribute changes in assessed well-being 
to services and project the number of older people not 
receiving services who could benefit from them. 

EMPHASIS ON PUBLIC HOUSING 

Older people living in public housing are much more 
likely to receive multiple services which could be appro- 
priate to their assessed well-being than older people who 
own their homes or rent. Examining those in the sample 
who were generally impaired or worse, we found that 84 
percent of those living in public housing received four 
or more types of service, compared to 53 percent of those 
who rent and 39 percent of those who own their homes. 

The difference is in the services provided by the 
agencies. Older people in public housing received as 
many services from their family or friends as those not 
in public housing. However, more than half (58 percent) 
of those in public housing received three or more services 
from an agency compared to only 5 percent of those not in 
public housing. The table on the following page shows this 
in detail. 



9 
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Number of services 
received (note a ) 

None 
1 or 2 
3 or more 

Total 



People in 
publ ic nous ing 
Source or service 
Family and 
friends Agencies 



11 
72 
17 

100 



42 

58 

100 



People not in 
public housing 
Source of service 
Family and 
friends Agencies 



13 
69 
18 

100 



50 
45 
5 

100 



Number of sampled 
people 



124 



124 



a/Not including medical type services. 



1,485 



1,485 



As the above data indicates, multiple services are 
available primarily at public housing sites. However, 
about 9 percent of our sample, a projected 5,718 older 
people in Cleveland, are not living in public housing 
but could benefit from multiple services and are not re- 
ceiving them. Conversely, many older people in public 
housing may not need multiple services— 27 percent of 
our sample who lived in public housing, a projected 
1,284 people, were unimpaired or only slightly impaired. 



One way to make multiple services available to those 
who need them most could be to expand the eligibility 
criteria for public housing to give preference to older 
people who could benefit the most from multiple services. 
Currently, eligibility is based primarily on economic 
consideration. Also, a way could be developed to provide 
multiple services to older people who do not live in 
public housing. 



MANY OLDER PEOPLE DO 
NOT USE FEDERAL PROGRAMS 

Many older persons in our sample had income low enough 
to be eligible for Federal programs. Although eligible, 
many were not using the services from these programs even 
though their low income indicates they could benefit from 
some services. 
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Using our sanole and applying the income criteria for 
four Pederal programs, we determined the percent of eligible 
persons who were receiving benefits. More than half of the 
eligibles were not using 3 programs and 29 percent were 
not using the fourth program as shown below. 

Number in Number Percent of 

sample not eligible 

Program eligible eligible not receiving 



Public Rousing 1078 954 89 

Food Stamps 566 433 77 
Supplemental Security 

Income (SSI) 146 76 52 

Medicaid 77 22 29 

Some of the reasons for not using these services could 
be lack of public housing units, unawareness of services, 
or hesitancy to use the services. Attempts could be made 
to determine the reasons and then modify these programs 
accordingly. 



HOMEOWNERS NOT RECEIVING 
FINANCIAL HELP 



Older people who own their homes are much less likely 
to be receiving financial services than those who rent. 
To illustrate, of those with less than $2,000 income, only 
46 percent of the homeowners received financial services, 
compared to 87 percent of the renters. Also, of those with 
income between $2,000 and $4,000, only 12 percent of the 
homeowners received financial services, compared to 57 
percent of the renters. 

Homeowners were less likely to receive financial help 
from either their family and friends or from an agency. 
To illustrate, of those with less than $2,000 income only 
29 percent of the homeowners received financial services 
from their family and friends, compared to 51 percent of 
the renters. Of those with less than $2,000 income, only 
20 percent of the homeowners received financial services 
from an agency, compared to 62 percent of the renters. 

One possible explanation for this is that many families 
and friends provide financial services to older people 
by encouraging the older people to move into their homes. 
Another could be that older homeowners are hesitant to 
to accept financial services from agencies. 
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OLDER PEOPLE SEE BENEFITS OF 



SOME SERVICES BUT MOT OTHERS 



Older persons' responses to the questionnaires indicate 
recognition that they could benefit from certain services 
but do not see the benefit of others. The data suggests 
that older people maybe willing to accept certain services 
and not others and that outreach efforts may have to be 
designed accordingly. 

Generally, older people who might benefit, as indicated 
by their responses, from a home help type of service did 
express a need 1/ for one or more of such services. But, 
older people who might benefit from social/recreational 
services and mental health services (including psychotropic 
drugs) generally did not express a need for them. Only 
about half of those who might benefit from financial serv- 
ices expressed a need. 

Most older people who could benefit from home help 
services expressed a need for them. Forty-six of the 50 people 
who weie unable to dress without help expressed a need for 
psrsonal care, as did 20 of the 23 who could not eat without 
help, 47 of the 53 who could not take care of their appearance 
without help, and 141 of the 166 who could not take a bath or 
shower without help. Also, 344 of the 484 people who were 
unable to do housework expressed a need for homemaker-household 
service, 177 of the 218 who were unable to prepare meals 
expressed a need for meal preparation, and 134 of the 176 who 
were unable to handle money expressed a need for administrative 
and legal service. 



1/In this chapter and throughout the report we use 
the word "need" only to indicate that an older person 
said he or she "needed" a service. The word is used 
in such instances because it was also used on the 
questionnaire. (See app. IV.) We have generally 
avoided the word because it has many meanings and can 
be used ambiguously, in general we have tried to 
replace the word "need* by the word "benefit"; that is, 
instead of saying an older person "needs a service," 
we have said an older person "could benefit from a 
service." In the second phase, an older person will 
be said to "need" a service if he or she is not receiv- 
ing a service and we find evidence that older people with 
the same well-being status benefited from the service. 
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Because older people are willing to express a need for 
home help services, they may be willing to accept and even 
seek out such services* Thus, efforts to encourage people to 
use home help services may be successful if the older persons 
are me made aware that the service exists. 

Of those who were impaired economically, only 52 
percent expressed a need for more financial aid or food 
stamps. Possible explanations are that older people 
(1) nesitate to accept financial help from others, (2) 
do not recognize their economic status, or (3) have learned 
to cope with it. 

If nearly half of those older people who could ben^i \t 
from financial services are not willing to express a necu, 
they probably will not take steps to obtain them. Thus 
outreach efforts for financial services apparently must 
involve more than merely making older people aware that 
the services are available. 

Only 21 percent of those older people who were impaired 
in social functioning expressed a need for social/recrea- 
tional services. Outreach efforts may have to be specifically 
tailored to deal with the special problems associated with 
social-impaired older persons. 

Of those who were impaired in mental health, only 8 
percent expressed a need for mental health services in 
general and only 35 percent said they needed psychotropic 
drugs. Again outreach efforts may have to be specifically 
designed for mentally impaired older people. 

ASSESSMENT AND REFERRAL SERVICES 

AIDS IN USING OTHER APPROPRIATE SERVICES 

Assessment and referral services may be enabling older 
persons to receive other types of service. Considering 
only those who were generally impaired or worse, 56 percent 
of those who received assessment and referral services 
received four or more other service types, compared to only 
40 percent of those who did not receive assessment and 
referral services, as shown on the next page. 
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Number of other 
five service 
types received 

0 
1 
2 
3 

4 • 
5 

Total 

Number of sampled people 



Assessment and referral for 
generally impaired older people 
Percent who Percent who 



received 



3 
6 
35 

100 



did not receive 



12 
42 

100 



110 



254 



Except for medical and home help, older people were 
much more likely to receive each type of service if they 
were also receiving assessment and referral. For example, 
considering only those who were impaired in social func- 
tioning, 28 percent of those who received assessment and 
referral services also received social/recreational services, 
compared to 16 percent of those who did not receive assess- 
ment and referral services. The following table illustrates 
this for all service types. 



Type of service 
received in addition 
to assessment 
and referral 

Social/recreational 

Financial 

Medical 

Transportation 
Home help 



Functional 
impairment 
accounted 
for 

Social 
Economic 
Physical 
health 
None 

Active daily 
living 



Assessment and referral 
Percent who Percent who 
received did not receive 



28 
61 

94 
81 

98 



16 
47 

87 
65 

96 



The data presented above indicates that older people 
who receive assessment and referral are more likely to 
receive other appropriate services. Therefore, increased 
efforts to provide more assessment and referral types of 
service could lead to more older people receiving all 
appropriate types of service. 
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IMPAIRED OLDER PEOPLE 
DO NOT RECEIVE SOCIAL/ 
RECREATIONAL SERVICES 

Older people who were impaired in any of the five 
functional areas were less likely to receive social/ 
recreational services than those who were unimpaired. 
The level of impairment could also make a difference. 

The following table shows the likelihood of an older 
person receiving social/recreational services by level of 
impairment for five functional areas. To illustrate, the 
table shows that only 8 percent of those who were severely 
or completely impaired in active daily living received 
social/recreational services, compared to 26 percent of 
those who were mildly or moderately impaired, and 33 per- 
cent of those who were unimpaired (good or excellent) • 

Percent receiving social/ 
recreational services 



Mildly or Severely or 
Area of Good or moderately 



functioning 


excellent 


impaired 


impaired 


Active daily living 


33 


26 


8 


Physical health 


34 


28 


15 


Economic status 


32 


28 


11 


Mental health 


34 


23 


2 


Social status 


35 


18 


20 



The above indicates that older people who are impaired 
in any functional area may have problems in taking part in 
social/recreational services. For example, socially impaired 
older people may have certain characteristics that make them 
difficult to locate and/or difficult to communicate with. 

Thus, outreach efforts and social/recreation services 
may have to be specially designed to deal with such problems. 
Also, efforts directed toward mildly or moderately impaired 
older people may be more successful than those directed 
toward the severely or completely impaired. 
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WHITE HOUSE CONFERENCE ON AGING 



•INFORMATION BRIEF #13 



SUBJECT: Older people's share of health 
resources 



Attached is information on older 
people's consumption of health 
resources. This information is 
extracted from the United States 
General Accounting Office briefing 
on the nutritional health of older 
people provided to the staff of the 
House of Representatives Subcommittee 
on Domestic Marketing, Consumer 
Relations, and Nutrition 



SOURCE "Information on the Nutritional 
OF DATA: Health of the Elderly", United 

States General Accounting Office 
Briefing, House of Representatives 
Subcommittee on Domestic Marketing, 
Consumer Relations, and Nutrition, 
June 1980. 
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OLDER PEOPLE CONSUME A LARGE 
SHARE OF ALL HEALTH RESOURCES 

The age distribution of the population has a direct bearing 
on the amount and distribution of the Nation 1 s health care 
expenditures. Per capita expenditures for people 65 years of age 
and over, nearly all of whom are covered by Medicare, are higher 
than per capita expenditures for those under 65 years of ^ge. 
The difference between the two age groups generally reflects 
the more serious nature of illness and greater prevalence of 
chronic conditions among older people. They are hospitalized more 
frequently than younger people and they stay longer when they 
are admitted. 

In 1980, an estimated $215.5 billion will be spent for personal 
health care services (i.e., the health services and supplies 
received directly by individuals). Personal health care estimates 
are derived by subtracting from total national health expenditures 
amounts devoted to research and medical facilities construction, 
administrative costs of government health programs, private 
fundraising activities for health, and retained earnings of private 
health insurers. Based on 1976-77 experience we can expect that 
of the $215.5 billion, about 30 percent or $64.7 billion will be 
spent for people 65 years of age and over. 

The Federal government will pay an estimated $31.5 billion 
for medical care provided to older people in fiscal year 1980. 
About 3.7 million persons aged 65 and over will receive medical 
assistance under Medicaid programs. Most of the care will be 
provided in skilled nursing homes and intermediary care facilities. 
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Medicare beneficiaries aged 65 and over, an estimated 24 million 



persons, will incur most of their Medicare financial health care 
costs as hospital inpatients. 



Estimated Federal payments for : a/ 



Inpatient hospital 

Skilled nursing home 

Intermediary care facility 

Physician services 

Dental services 

Other Practitioner's services 

Outpatient care 

Home health care 

Clinic services 

Laboratory and Radiology 

Prescribed drugs 

Other care 



Fiscal year 1980 
MedicaiH" Medicare 
- - - - 000 omitted - - - 



$ 376,700 
1,146,600 
1,382,900 
132,100 
24,000 
23,300 
29,700 
8,500 
4,600 
18,500 
299,700 
40,600 



$19,104,600 
365,000 

5,940,000 



1,149,000 
689,000 



739,000 



Total 



$3,487,200 



$27 ,986,600 



~ Persons aged 65 and over. Medicaid estimate based on fiscal 
years 1976 and 1977 ratios of payments for beneficiaries 
aged 65 and over to payments for all beneficiaries. 



WHITE HOUSE CONFERENCE ON AGING 



-INFORMATION BRIEF #14 



SUBJECT: Nutritional health status of older people 



Attached is information on the 
nutritional health status of older 
people. This information is 
extracted from the United States 
General Accounting Office briefing 
on the nutritional health of older 
people provided to the staff of the 
House of Representatives Subcommittee 
on Domestic Marketing, Consumer 
Relations, and Nutrition. 



SOURCE ft Information on the Nutritional 
OF DATA: Health of the Elderly", United 

States General Accounting Office 
Briefing, House of Representatives 
Subcommittee on Domestic Marketing, 
Consumer Relations, and Nutrition, 
June 1980. 
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WHAT IS THE NUTR ITIONAL HEALTH STATUS 
OF OLDER AMERICANS '.> 

Although hospitalization statistics indicate that few older 

Americans suffer from diseases directly associated with inadequate 

nutrition, chronic and degenerative diseases predominate and are 

the primary cau^e of death for the elderly, as well as the major 

diagnosis for their illness. Many of these diseases are thought 

to be rooted in malnutrition. Not enough data exists to show 

that proper nutrition during old age has direct benefits on the 

overall health status of the elderly however, an adequate diet 

throughout life is an effective means to maintain good health 

and minimize chronic and degenerative diseases. 

FEW OLDER AMERICA NS ARE HOSPITALIZED FOR 
DISEASES CAUSED BV INA DEQUATE NUTRTTTPN" 

Malnutrition — inadequate or excessive food and nutrient 
intake- -affects the elderly by contributing to or worsening chronic 
and acute diseases, speeding the development of some diseases, and 
increasing the susceptibility to and delaying recovery from illness. 
Malnutrition may occur with or without dietary involvement; it 
may arise from changes in the absorption, storage, or metabolism 
of nutrients; or result from chronic dietary excesses. It has 
also been caused by various drugs and modes of disease therapy, 
and can be caused by physical, psychological, or socio-economic 
barriers to optimal dietary intake. 

To determine the incidence of diseases associated with 
inadequate nutrition in older Americans we analyzed the data 
collected for Federal patients aged 60 or over by the Professional 
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Standards Review Organization!/ (PSRO) Management Information 
System in 1978. Each PSRO is required to collect information 
for all Medicare and Medicaid beneficiaries discharged from 
short stay general hospitals and freestanding specialty hospitals 
where the PSRO has implemented quality and utilization review. 
The dau j record for each discharge identifies the principal and 
as many as four secondary diagnoses. The principal diagnosis is 
defined as: The condition established after study to be chiefly 
responsible for occasioning the admission of the patient to the 
hospital for care. Secondary diagnoses are conditions that 
coexisted at the time of admission, or developed subsequently, 
which affected the treatment received and/or the length of stay. 

An analysis of about 4.3 million hospital discharges in 
1978, applicable to persons aged 60 and over, shows that less 
than three percent of those discharges were related to diseases 
associated with inadequate nutrition. 



— Operating under the 1972 amendment to the Social Security 
Act (Public Law 92-603), PSROs determine whether services 
provided to patients in hospitals and long-term care 
facilities are (1) medically necessary, (2) provided in 
accordance with professional standards, and (3) provided 
in the appropriate setting. 



All discharges 



4,253,572 (100%) 



46,711,581 (1001) 



Patients discharged: 



with a principal 
diagnosis related 
to inadequate 
nutrition 



57,346 (1.3%) 



758,344 (1.6%) 



with a secondary 
diagnoses related 
to inadequate 
nutrition 



36,483 (0.9%) 



535,531 (1.2%) 



We found that when a patient had a secondary diagnosis 
related to inadequate nutrition the most common principal diagnosis 
was a disease of the circulatory system (25 percent of the cases) , 



malignant and benign tumors (11 percent). Injury by external 
causes was the primary diagnosis in less than 9 percent of the 
cases for patients with a secondary diagnosis related to inadequate 
nutrition. 



The National Center for Health Statistics estimates that 81 
percent of all persons aged 65 and over have chronic conditions. 
Circulatory conditions, including heart disease, hypertension and 
cerebrovascular disease (stroke) affect over 11.1 million elder ly, 
Musculaskeletal conditions including arthritis effect over 8 
million. Information the the number of elderly with chronic 



followed by diseases of the digestive system (15 percent) , and 



MOST OF THE ELDERLY SUFFER 

FROM CHRONIC DISEASES " 

LEADING CAUSES OF DEATH 
LINKED TO EXCESS NUTRITION 



conditions --by condition, is shown below. 



Chronic Conditions: 

Circulatory 

Heart conditions i/ 
Hypertensive disorders b/ 
Coronary heart disease 
Cerebrovascular disease 
Arteriosclerosis 



Persons aged 65 and over 

incidence 
Thousand s per thousand 



3,959 
3,972 
1,674 
960 
512 



198.7 
199.4 
84.0 
48.2 
25.7 



Musculoskeletal 

Arthritis 
Paralysis 
Rheumatism 

Diseases of the bone 



7,095 
446 
432 
181 



380.3 
23.1 
23.2 
9.7 



Respiratory 

Chronic bronchitis 
Emphysema 

Digestive 

Constipation 

Abdominal cavity hernia 

Upper gastrointestinal disorder 

Enteritis and colitis 

Gallbladder condition 

Duodenal and stomach ulcer 

Gastritis and duodenitis 



782 
602 



1,775 
1,084 
695 
627 
605 
535 
442 



41.2 
31.7 



96.3 
58.8 
37.7 
34.0 
32.8 
29.0 
24.0 



— Includes: heart conditions, acute and chronic rheumatic fever, 
hypertensive heart disease, other specific heart disease, 
unspecified disorders of heart rhythm, and heart trouble not 
otherwise specified. 



~" Hypertensive disease not classified elsewhere. 



As shown in the following table, among the elderly, seven 



of the 10 major causes of death are chronic diseases, 



Rate per 
Rank 100,000 population 

Leading Causes of Death 

for Persons Aged 65 and over : 

Chronic disease 

Heart Disease 1 2334,1 

Stroke 3 658.2 

Arteriosclerosis 5 116. 5 

Bronchitis, Emphysema 

and Asthma 8 69, 3 

Cancer 2 988, 5 

Diabetes Mellitus 6 100.5 

Cirrhosis of the Liver 9 36.7 

Infectious Disease 

Influenza and Pneumonia 4 169.7 

Trauma 

Motor Vehicle Accidents 10 24.5 

All Other Accidents 7 78.1 

Although diseases related to inadequate nutrition are not 
among the 10 major causes of death, most all of the health problems 
underlying the leading causes of death are thought to be related 
to excess nutrition and could be modified by improvements in diet. 

The Surgeon General reported in 1979 that today's nutrition 
problems are more likely to be associated with eating too much 
and with an imbalance in the kinds of foods eaten than with eating 
too little. In testimony presented in 1976 before the Senate Select 
Committee on Nutrition and Human Needs, Dr. Mark Hegsted, Harvard 
School of Public Health, stated that from a public health point of 
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view, nutritional deficiency is a relatively minor problem- -severe 
deficiency disease is very rare, even among low- income groups. In 
Dr. Hegsted's opinion, the primary nutritional problems are those 
associated with over -consumption. 

About two in every five persons aged 65 and over are obese, 
a state which elevates their risk of and exacerbares many chronic 
conditions. Thirty-five percent of the women between ages 45 and 
64 with incomes below poverty level, and 29 percent of those with 
incomes above, are considered obese according to the National 
Center for Health Statistics. The comparable figures for men 
are 5 and 13 percent. 

Obesity is clearly related to diabetes, gallbladder disease, 
and high blood pressure. In association with other risk factors, 
it can contribute significantly to heart disease. Obesity is not 
the only nutrition-related health problem. Cardiovascular disease 
and cancer are other public health concerns that may be diet- 
related. 
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WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #15 



SUBJECT: Need for national information system 



Attached is the digest of the General 
Accounting Office report on "Conditions 
of Older People: National Information 
System Needed". 

This system could be the basis for 
furthering research in the field of 
aging. This system could provide 
information on the differences in the 
well being of older people of minorities 
and the general population, and older 
people living in rural and urban 
environments. 



SOURCE "Conditions of Older Feople: National 
OF DATA: Information System Needed", United 

States General Accounting Office report, 
HRD-79-95, dated September 20, 1979. 
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COMPTROLLER GENERAL 9 S 
REPORT TO THE CONGRESS 



CONDITIONS OF OLDER PEOPLE: 
NATIONAL INFORMATION 
SYSTEM NEEDED 



DIGEST 

This report describes personal conditions, 
changes in those conditions, and differ- 
ences help can make in the lives of older 
people. It is the second of two based on 
experiences of older people in Cleveland, 
Ohio. The report demonstrates that 

— changes in selected personal conditions 
of older people can be defined and 
measured, 

— their unmet needs can be identified, 

— beneficial effects of expanding help 
can be shown, 

— cost of help to older people over time 
can be projected, and 

— costs and benefits of alternative serv- 
ices for older people can be compared. 

NATIONAL INFORMATION SYSTEM NEEDED 

The reason that a national information 
system is needed is expressed no more 
clearly than by Dr. Eric Pfeiffer of the 
University of South Florida: 

"Older persons have lived a long 
time, but more importantly, they 
are facing problems head-on now and 
personally, that the rest of us as a 
society will face a little ways down 
the road. They are facing problems 
of access to health care, of trans- 
portation, of loneliness in the 
midst of lots of people * * * and 
they are trying to work out for 
themselves some kinds of answers to 
these problems. I think we have an 
opportunity to work with them to see 
what will suffice. I think they are 



Tear <ih»»». Upon removal, the report 
cover date should be noted hereon. 



i 



HRD-79-95 



ERJC 




pioneers in the sense that if you 
design a health care system which is 
adequate for the aging population, 
it will be superb for the rest of the 
population. If you develop a trans- 
portation system that will meet the 
needs of the elderly, it will meet 
the needs of all the people. If you 
design communities that are truly 
communities with interaction for the 
elderly, you will have learned how 
to design communities for all of us, 
and in this sense I think aging can 
be considered not a national dis- 
grace but a cause for a national 
celebration. * * * rt 

TO design and plan for the delivery of serv- 
ices to older persons, society, the Congress, 
and the executive branch need information on 
their well-being, the factors that make a 
difference in their lives, and the impact of 
services on them. Currently, this informa- 
tion is spread piecemeal throughout Federal, 
State, local, and private agencies. The 
result: Federal agencies have nbt evaluated 
the combined effect of these services, and 
in the absence of such information, assessing 
the impact of various laws on the lives of 
older people is difficult. 

GAO could not obtain national estimates of 
conditions, problems, and help as they applied 
to older people. Further, the results 
GAO's work are not statistically projectable 
to the entire country. However, to illus- 
trate the information that could be obtained 
from a national information system, GAO made 
national estimates for the 21 million non- 
institutionalized older people 65 years old 
and older in 1975 based on the Cleveland 
results. These estimates, for illustrative 
purposes only, demonstrate the role that such 
a national information system could play in 
major policy decisions. 



People's conditions , problems , 
services, and unmet needs 
can be measured 



Certain personal conditions — health, 
security, loneliness, and outlook on life — 
of older people are measurable and dynamic. 
For example, in 1975, about a third of the 
older people in GAO's sample were in the 
best overall condition as defined by GAO. 
By 1976, the personal conditions of 18 per- 
cent of these persons had improved, but the 
conditions of another 18 percent had worsened. 
The ability to measure this kind of change 
is important in an information system. 
(See p. 6.) 

The conditions of older people decline over 
time, because of various problems. GAO used 
available data to identify as many of these 
problems as possible because it is through 
treatment of these problems that service 
providers try to improve or maintain the 
personal conditions of older people. GAO 
identified problems relating to health, 
security, and loneliness conditions. GAO 
did not have sufficient data to identify 
other problems that could affect personal 
conditions but believe that more data on 
other problems could be added when estab- 
lishing a national information system. 
(See p. 9.) 

Older people do receive help. GAO estimates 
that an average of $6,617 in help is provided 
to each older person annually. About 70 per- ■ 
cent of this amount is provided through Fed- 
eral, State, local, and private agencies. 
Most is federally funded. The ability to 
measure hese sources of help is another 
important element in an information system. 
(See p. 10.) 

GAO also demonstrated that certain unmet needs 
of older persons can be identified by using 
its data base. Overall, 65 percent of GAO f s 
sample were defined as needing some kind of 
help — only 8 percent were defined as receiving 
all the help needed, while 57 percent needed 
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additional help. Information on what portion 
of society is not helped by services is an- 
other important part of any information 
system. (See p. 15.) 

The future costs of expanded help to all 
older people can also be estimated. Expand- 
ing help to all older people would initially 
cost an estimated $1,601 for each older person 
annually. If the family and friends of older 
people do not absorb any of the increase, 
public costs would have to increase by more 
than a third to expand help to all those in 
need. However, if the family and friends 
could be encouraged to provide more compensa- 
tory help (in the same proportion as they did 
in 1975), public costs would have to be in- 
creased by much less. (See p. 17.) 

Potential effects and long-run cost 
of proposed help can be estimated 

Because GAO's model was designed to estimate 
the effects of help provided in an opera- 
tional environment, it involved statistical 
analysis of data collected under uncontrolled 
circumstances. The model was developed using 
a data base which emphasizes health data and 
lends itself more to estimating the effects 
of some kinds of help than to others. Also, 
GAO's results are based on changes observed 
in a sample of older people in Cleveland, 
Ohio, over only a 1-yaar period. However, 
GAO believes its methods can provide valu- 
able estimates of the potential effects of 
help on older people and represent a major 
step toward providing insights into the 
effects of help on older people. (See 
p. 20.) 

GAO used its data base to measure the 
changes in certain conditions and problems 
of older people, and it related services 
to these changes. Using this analysis, 
GAO estimated the potential effect of ex- 
panded services on older people based on 
the changes observed over 1 year. These 
estimates show that a large part of the 
older population would benefit from expanded 
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help. The greatest benefit is estimated in 
their illness situation — a potential 9.2 per- 
cent of the sample could have been in a better 
situation in 1976 had they been treated for 
all their illnesses. The ability to estimate 
potential benefits from an information system 
would help considerably in formulating and 
considering proposed legislation. (See 
p. 23.) 

Based on the estimated effect of expanded 
medical treatment, GAO 1 s methods suggest 
that the first year cost of expanded help 
would be reduced considerably due to early 
improvement in conditions and problems of 
older people who, as a result, could require 
less future help. If an information system 
can estimate the long-run cost of services 
that benefit older people, farsighted deci- 
sions can be made. (See p. 27.) 

The Congress needs alternatives to choose 
from. A national information system could 
estimate what percentages of older people 
receiving various kinds of help are bene- 
fiting. For example, based on GAO's sample, 
one of every two people who would receive 
expanded medical help would be in a better 
illness condition as a result. (See p. 28.) 

RECOMMENDATIONS 

The Secretary of Health, Education, and 
Welfare (HEW) should direct the Office of 
Human Development Services to establish a 
comprehensive national information system 
that determines the personal conditions of, 
problems of, and help available to older 
people. Information collected for this 
system should be available to the Congress 
for its analyses. The system should be ex- 
panded over time to include information 
necessary to study why older people do not 
receive the help they need and how family 
and friends can be encouraged to provide 
such help. (See pp. 31 and 32.) 



AGENCY COMMENTS 



HEW commented that the research done for 
this report has contributed greatly to an 
understanding of the problems of older people 
and the impact of various types of help they 
receive. However, the Department preferred 
not to implement the GAO recommendation for 
two main reasons. First, it would like to 
wait until current research, data bases, and 
information-gathering mechanisms are more 
developed or advanced • Second, it believes 
the report understates the costs of a national 
information system, 

GAO believes the Department should begin to 
develop a national information system now. 
This report demonstrates that the capability 
to report on the conditions, problems, and 
help available to older people, and the dif- 
ferences this help can make, exists, GAO 
believes that, just as it built on HEW-funded 
research, so too could HEW build on GAO's 
methodology. Further, by modifying and us- 
ing its existing mechanisms and data bases 
wherever possible, the Department can enhance 
GAO 1 s model and develop it into a national 
information system. 

GAO's cost benchmark of $750,000 was based 
on the cost of interviews with a sample of 
15,000 older people. The benchmark did not 
include the cost of analyzing the data or 
obtaining data from agencies on a selected 
basis because these costs would vary depend- 
ing on the level of analysis performed and 
the specific techniques used in obtaining 
and handling the data. At any rate, the 
alternative to a national information 
system is far more costly. (See p. 32.) 

Responding to a request by HEW's Adminis- 
tration on Aging, GAO has agreed to provide 
technical assistance in using its model, 
concepts, and techniques and to transfer 
its data base. 
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WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #16 



SUBJECT: Home services for older people 



In 1975, the 7.8 million people 75 
years eld and older (not institution- 
alized) received $25.2 billion in 
home services (compensatory help). 
Annually this amounts to $3,232 per 
person ($2,492 is services from 
family/friends and $740 is services 
from agencie$. (See page 133 of 
attached Brief #4). 

In 1975, the 13.2 million people 
65 to 74 years old and older (not 
institutionalized) received $25.2 
billion in home services (compensatory 
help). Annually this amounts to 
$1,909 per person ($1,424 from family/ 
friends and $485 from agencies). 
This information was derived from backing 
out data shown in Brief #4 from data 
contained in our report on page 14. 



SOURCE "Conditions of Older People: 
OF DATA: National Information System Needed," 
United States General Accounting 
Office, HRD-79-95 dated 
September 20, 1979. 

"Future Directions for Aging Policy: 
A Human Service Model", Subcommittee 
on Human Services of the Select 
Committee on Aging, U.S. House of 
Representatives, Committee 
Publication Number 96-226, May 1980. 
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INFORMATION BRIEF 
SUBJECT: Home Helps For Older People 
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HOME HELP SERVICES 

In our report entitled "Conditions of Older People: National Information 
System Needed" (HRD-79-95, dated September 20, 1979), we estimated that more 
than a third of all the help provided to people 65 years old and older was in 
the form of help in performing activities of daily living, such as meal 
preparation or housework. An average $2,400 of this kind of help was provided 
each older person in our sample population in Cleveland in 1975. 

To more specifically identify the kind and nature of home help needed by 

the older population, we analyzed our data collected on the conditions, 

problems, and helps of a random sample from the over 80,000 older people in 

Cleveland, Ohio in 1975 and 1976. Our analysis was designed to answer the 

following questions: 

—How many older people have a need for home help and 
what specific kinds of home help do they need? 

—What portion of the need for home help is being met? 
By whom is it being met— family and friends or 
public agencies? 

—What is the cost of existing home help and who is 
bearing the cost? 

—What would it cost to expand home help to all older 
people in need? 

—How many older people would get all their needs met 
by expanding the different kinds of home help? 

Although our analysis is based on data obtained on older people in 
Cleveland, we believe that by knowing about older people in Cleveland, a 
person can form a mental image of older people— their problems and services 
needed. 
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Home help for our purposes is defined as compensatory help, that is, 
help designed to compensate for an older person's inability to do daily tasks 
such as housework or meal preparation. (See page 10 for a description of how 
we matched helps and daily tasks.) 
How many older people need home help? 

Overall 40 percent of our Cleveland sample could not do one or more of 
13 daily tasks.. Of the 40 percent, more than half were receiving help, 
mostly from families and friends. The remaining people needed more compensa- 
tory help to do daily tasks. More people needed help with housework than any 
other daily task. The next most needed was help with shopping, then help 
getting places out of walking distance. The following shows the percent of 
people in our sample who needed help by daily task. 

People needing help 
Daily task percent number 

Housework 38 20,500 

Shopping 26 16,400 

Getting places out 
of walking distance 24 14,300 

Using telephone or 
taking medicine 14 8,900 

Preparing meals - 12 7,800 

Physical tasks (eating, dressing, taking 
care of appearance, walking, bathing, 

getting out of bed) 14 8,600 

Handling money 12 7,200 

Considering the need for help in combination, many people had a need for 
multiple kinds of help. Nearly one in every three older people (30 percent of 
our sample) needed help with more than one daily task as shown in the table 
below. 
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Number of daily tasks 
person needs help with 


Percent of 
sample 


Number of people 
in Cleveland 


none 


60 


37,600 


one 


11 


6,900 


two 


7 


4,400 


three 


6 


3,700 


four 


4 


2,500 


five 


4 


2,500 


six 


3 


1,900 


seven or more 


5 


3,100 




100 


62,600 a/ 



a/Total does not include all older people in Cleveland because the projections 
are based on only those who responded during interviews and does not include 
those in institutions. 

What portion of the need for home help is being met? 

As stated previously, 18 percent of the sample (228 people) needed more 
comnensatory help to do daily tasks. Three-fourths of the 228 people needed 
more help with only one daily task. Help with housework was the most unmet 



need as shown in the following table. 

Number of people Number of people 

Number of daily tasks with unmet need in Cleveland 
One daily task 

IHousework 90 4,300 

Physical tasks 22 1,000 

Handling money 21 1 ,000 

Shopping 18 900 

Getting places out of walking distance 11 500 

Using telephone or taking medicine _J0. 590 

Subtotal 172 8,200 

More than one daily task _56_ 2,700 

„ O Total 228 17"> 10,900 
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Home help is provided to older people by two primary sources. The first, 
and largest source are the families and friends of older people. The other 
major source is public agencies. To examine the relative importance of these 
two sources, we analyzed our Cleveland data to see which source was providing 
home help to the most older people. We found that most home help was coming 
from families and friends. Seventeen percent of the people in our sample were 
getting all their needs for home help met by family or friends. 

Public agencies were playing an important but smaller role in providing 
home help to older people. When home help from public agencies was considered, 
another 5 percent of the sample had all their needs met. Thus, when 
considering help from both sources— famil ies/friends and public agencies— 
22 percent of the sample had a need for home help and were receiving all the 
help they needed. 
What is the cost of home help? 

To estimate cost of home help, we gathered and quantified data on home 
help provided by 120 social service agencies and families and friends. We 
than developed an average unit cost for each kind of help based on 1976 
Cleveland cost data and applied it to the units of help provided (see p. 9). 
We used these methods to estimate the cost of home help currently being provided 
to the older people in our sample and to estimate the cost of expanding help to 
all those in need. 

We estimate that each older person in Cleveland received an average of 
$429 of home help in 1976. Families and friends provided more than four-fifths 
of the help with agencies providing the other fifth. We estimate the families 
and friends of older people provided an average $349 of home help for each 
older person and agencies provided another $80 per person. 
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To expand home help to all older people would nearly double the cost of 
existing home help— or cost an additional $423 for each older person in our 
sample. This expanded help when added to the $429 cost of existing help 
would average $852 for each older person each year. 

The bulk of this additional cost— 93 percent— would be to provide help to 
older people who cannot do one of the physical tasks or who cannot do house- 
work* We estimate that to expand help to all older people who could not do one 
or more of the physical tasks without help would cost an additional $234 for 
each older person annual ly. Our comparable estimate for those who could not 
do housework without help was $160 for each older person annually. 

How many older people would have all their needs 
met by expanding the different kinds of home help? 

To identify the benefits of expanding the different kind? of home help, 
we considered how many people would have all their needs for home help met if 
each kind of help were expanded. We first identified the number of additional 
people who would have all their needs met if help with housework were expanded 
to all those in need. We chose housework first because help with housework was 
needed by more older people than any other kind of help. We then considered 
how many more people would have all the i . needs met if both help with house- 
work and help with shopping were expanded. We then added the other kinds of 
help into the analysis until we had considered all seven kinds of help. 

The following table shows the results of our analysis for the estimated 
62,600 noninstitutionalized older people in Cleveland in 1976. To illustrate, 
if help with housework were expanded to all the older people in Cleveland who 
needed but were not getting such help an additional 4,300 older people would be 
receiving all the home help needed. Similarly, if help with shopping were 
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expanded (in addition to help with housework), another 1,600 older people 

would have all their needs met. The remainder of the table shows a comparable 

analysis for help with other daily tasks as expanded incrementally. 

Estimated additional 
Kind of daily older people receiving 

task helped all needed help 

Housework 4,300 

Shopping 1 ,600 

Physical tasks 1,500 

Using telephone 

or taking medicine 700 

Handling money 1 ,500 

Preparing meals 600 

Getting places out of 
walking distance 700 

Total 10,900 

Using our Cleveland data we then estimated the cost to expand the 
different kinds of help and related it to the number of additional people who 
would have all their needs met if each kind were expanded incrementally. The 
following table shows that it woulu cost an estimated $13.5 million to provide 
help with housework to all the older people in Cleveland who needed such help 
and, as a result, an additional 4,300 older people would be receiving all help 
needed. Similarly, if help with shopping were expanded, in addition to help 
with housework, it would cost another $1.7 million and another 1,600 older 
people would have all their needs met. The remainder of the table shows a 
comparable analysis for help with other daily tasks as expanded incrementally. 
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Kind of daily 
task helped 



Housework 

Shopping 

Physical tasks 

Using telephone or 
taking medicine 

Handling money 

Preparing meals 

Getting places out of 
walking distance 



Estimated additional 
cost to expand help 

in C I p'. el and 

(million) 

10,0 

1.3 

14.6 

0.2 
0.1 
0.2 

0.1 



Estimated additional 
older people receiving 
all needed help 



4,300 
1,600 
1,500 

700 
1,500 
600 

700 



Total 



26.5 



10,900 
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METHODOLOGY 



The information contained in this brief is based on our study of the 

personal conditions of older people in Cleveland, Ohio. Following are the 

details of the data gathering and analytical methodology used in the study. 

WELL-BEING STATUS AND 
SERVICES DATA BASES 

We took a sample from over 80,000 people in Cleveland, Ohio, who were 
65 years old and older and were not in institutions, such as nursing homes. 
We !nsured that our sample was demographical ly representative by comparing 
the characteristics of our sample to statistics for the city of Cleveland. 

In our study, 1,609 older people were interviewed by Case Western 
Reserve University personnel from June through November 1975. A year later, 
1,311 of these older people were reinterviewed. 

In interviewing, we used a questionnaire containing 101 questions 
developed by a mul tidiscipl inary team at the Duke University Center, in 
collaboration with the Administration on Aging, former Social and Rehabili- 
tation Service, and Health Resources Administration. The questionnaire contains 
questions about an older person's well-being status in five areas of 
functioning—social , economic, mental, physical, and activities of daily living. 

To identify factors that could affect the well-being of older people, we 

--developed specific definitions of services being provided 
to older people and dimensions for quantifying the services; 

—identified the providers of the services— families and 
friends, health care providers, and over 100 social 
service agencies; 

—obtained information about the services provided to each 
person in our sample and the source and intensity of 
these services; and 

—developed an average unit cost for each of the 28 services. 
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In defining and quantifying the services, we used a format developed by 
the Duke University Center to define 28 different services. These services 
are defined in appendix V of our prior report, 1/ Services are defined 
according to four elements: purpose, activity, relevant personnel, and unit 
of measure. For example, meal preparation was defined as follows: 
Purpose: To regularly prepare meals for an individual. 
Activity: Meal planning, food preparation, and cooking. 
Relevant 

personnel: Cook, homemaker, family member. 

Unit of 
measure: Meals. 

Examples: Meals provided under 42 U.S.C. 3045 (supp. V, 1975), 
the Older Americans Act, and meals-on-wheels programs. 

To quantify the service, we used the unit of measure along with the duration, 
or number of months, during which the service was received. 

We also developed an average unit cost for each service based on the 
experience of 27 Federal, State, local, and private agencies in Cleveland 
between October 1976 and March 1977. We compared these costs to similar costs 
in Chicago, Illinois, and Durham, North Carolina. As discussed in our prior 
report, the family and friends are al important sources of services. In 
their absence, any services received would have to be from an agency. There- 
fore, we assigned the same cost to family and friend services that we found 
!For agencies. 

Each piece of data was collected so that it could be related to an 
individual in our sample. This included the questionnaire data, data on the 
28 services provided by social service agencies, and data on the services 



]/" The Well-Being of Older People in Cleveland, Ohio/ April 19, 1977, 
HRD-77-70. 
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provided by health care providers. By relating these data to the individual, 
we were able to do comparative analyses of sampled older people for over 500 
different variables. 

Services or help provided is intended to either remedy a specific 
problem or help the older person cope with it. For example, an older person 
who has very little social contact quite often feels lonely. The condition is 
that the person feels lonely. The problem is a lack of social contact. The 
help — social-recreational services— would provide opportunities for more social 
contacts, thereby decreasing feelings of loneliness. In other instances, older 
people are unable to perform the normal activities of daily living and need 
help in coping with their disabilities. This kind of help— called compensatory 
help— is designed to perform activities that older people cannot do for them- 
selves, as shown below: 
Tasks of daily livin g 

Can you use the telephone - without help, including looking up numbers 
and dialing— if not, then compensatory help could be any one of - 
checking, continuous supervision, personal care, nursing care. 

Can you take your own medicine - without help (in the right doses at 
the right time)— if not, then compensatory help could be any one of - 
checking, continuous supervision, personal care, nursing care. 

Can you get to places out of walking distance - without help (can 
travel alone on buses, taxis, or drive your own car)— if not, then 
compensatory help could be any one of - escort, transportation. 

Can you go shopping for groceries or clothes (assuming person has 
transportation) - without help (taking care of all shopping needs 
yourself, assuming you had transportation)— if not, then compensatory 
help could be any one of - escort, food - groceries, shopping. 

Can you prepare your own meals - without help (plan and cook full meals 
yourself )— if not, then compensatory help could be any one of - 
meal preparation. 
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Can you do your housework - without help (can scrub floors, etc.)--if 
not, then compensatory help could be any one of - homemaker 

Can you handle your own money - without help (write checks, pay bills, 
etc.)— if not, then compensatory help could be any one of - administra- 
tive or legal . 

Physical tasks of daily living 

Can you eat - without help (able to feed yourself completely)--if not, 
then compensatory help could be any one of - personal care, nursing 
care. 

* Can you dress and undress yourself - without help (able to pick out 
clothes, dress and undress yourself)— if not, then compensatory help 
could be any one of - personal care, nursing care. 

Can you take care of your own abearance, for example combing your hair 
and (for men) shaving - without help— if not, then compensatory help 
could be any one of - personal care, nursing care. 

Can you walk ~ without help (except from a cane)— if not, then 
compensatory help could be any one of - personal care, nursing care. 

Can you get in and out of bed - without any help or aids— if not, then 
compensatory help could be any one of - personal care, nursing care. 

Can you take a bath or shower - without help— if not, then compensatory 
help could be any one of - personal care, nursing care. 

"he six physical tasks of daily living shown above can be compensated for 

by one of the same two relevant compensatory helps. For this analysis, we 

combined the six and considered if a person could not do any one of six they 

needed one of two helps— personal care or nursing care. 
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MENTAL HEALTH OF OLDER PEOPLE 

To more specifically identify the mental health problems of 
an older population (65 years old and older), we analyzed our 
data collected on the conditions, problems and helps of a random 
sample of 1 ,609 older people in Cleveland, Ohio in 1975 and 1976 
(See Appendix I). Although our analysis is based on data obtained 
on older people in Cleveland, we believe that by knowing about 
older people in Cleveland, a mental image of older people nationally 
can be formed — their problems and services needed. Our analysis 
was designed to answer the following questions: 

--How many older people have some mental problems 
and to what extent does it limit activities of 
daily living? 
--What activities of daily living are most likely 
to be limited when an older person has severe 
mental problems? 
--To what extent are older people with severe 

mental problems receiving help? 
--What is the estimated cost of compensatory services 
and treatment for older people with severe mental 
problems? 

--Because some older people with severe mental 
problems do not receive all the help they need, 
what is the estimated first year cost of providing 
all help needed? 
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METHODOLOGY 

The Duke University Center for Aging and Human Development 
included questions in its interview instrument relative to mental 
problems. Using these questions, we developed two categories 
of mental problems as follows. 
- - Memory problem 

Older people giving 4 or less incorrect responses 
to 10 memory questions were categorized as having 
no memory problems, 5 through 7 incorrect responses 
as having some memory problems, and 8 or more in- 
correct responses as having severe memory problems. 
(See Appendix II) . 
-- Mental health functioning problem 

We categorized older people as having no, some, or 
severe mental health functioning problems by combining 
(1) their answers to 15 questions relating to their 
mental health function; (2) their self-rating of their 
mental health function; and (3) the interviewer's 
assessment of their mental health function (See 
Appendix III). 
QUESTIONS AND ANSWERS 

1 Question: How many older people have some mental problems 
" and to w hat extent does it limit activities of daily living? 

Answer: A majority of cider people do not have mental problems, 

About one-third of the older people in 1976 having severe mental 

problems (memory and/or mental health functioning problems) cannot 

perform activities of daily living such as eating, bathing, and 

getting in and out of bed. 
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A majority of older people do not have mental problems 
(memory and/or mental health functioning problems). However, 
13 percent or 8,000 older people in Cleveland in 1976 had severe 
memory and/or mental health functioning problems, as shown in 
the following table. 

Estimated number 
Percent in of older people 

Cat egory sample in Cleveland 

None 55 35,000 

Some memory and/or mental 
health functioning 

problems 32 20,000 

Severe memory and/or 

mental health functioning 

problems _13 8,000 

Total 100 63,000 ^ 

-^Total does not include all older people in Cleveland 
(over 80,000 people) because the projections are based 
on only those who responded during interviews. 

About one-third of the older people in 1976 having severe 
mental problems (memory and/or mental health functioning problems) 
cannot perform activities of daily living even with help. The 
following tabic, shows the interrelationship among mental problems 
and/or illnesses with abilities to do activities of daily living. 
Activities of daily living include eating, bathing, and getting 
in and out of bed. 
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Ability to perform activities 

of daily living 

Can do 



Category 



No severe mental 
problems and/or 
illnesses 

Severe mental 
problems and no 
severe illnesses 

Severe illnesses and 
no severe mental 
problems 

Severe mental 

problems and 
* severe illnesses 

Total 



Without 
help 



With some 
help 



76 



k6 



33 



22 



(percent ) 



19 



32 



38 



hi 



Cannot do 
even with Persons in sample 
help Number 



Percent 



22 



29 



37 



806 



50 



3M 



111* 



6l 



1,311 



26 

9 
100 



2. Question : rVhat activities of daily living are most likely 
to be limited when an older person has severe mental 
problems? 

Answer : The four most frequent activities of daily living 
that some older people are not able to perform when they have severe 
mental problems are (1) shopping, (2) doing housework, (3) preparing 
meals, and (4) handling money. 

A greater percentage of older persons in 1976 had severe 
mental health functioning problems than had severe memory problems. 
As shown in the following table, 12 percent had severe mental 
health functioning problems compared to 2 percent with severe 
memory problems . 
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with: 


Estimated number of people 
in Cleveland with: 


Category 


Mental health 

I Ull C 0 ■»- wll i 11© 

problem 


Memory 
problem 


Mental health 

functioning 

problem 


Memory 
problem 


Ncaie 


56 


9k 


35,000 


60,000 


Some 


32 


U 


20,000 


2,000 


Severe 


12 


2 


9,000 


1,000 


Total 


100 


100 


63,000 


63,000 



Some odder people with severe mental problems are not able 
to perform some activities of daily living even if helped. The 
four most frequent activities are (1) shopping, (2) doing housework, 
(3) preparing meals, and (4) handling money as shown in the following 

table marked with boxes. 

Percent of people in sample with severe mental problems 
Activities performed with Activities unable to perfona 

some help when having even with some help 

a severe: __ when having a severe: 

Mental health 



Activities of daily Mental health Memory 
l-jvinp- functioning problem problem 


I UliC 0 X UI1 XIlQ 

problem 


Memory 
problem 


Going places 


(M) 


(67) 


6 


6 


Taking medicine 


(39) 


(16) 


b 


1 0 


Doing housework 


(38) 


(39) 


El 




Shopping 


(29) 


(28) 




E3 


Bathing 


(1M 


(39) 


7 


ii 


Handling money 


(16) 


(33) 


0 


d 


Walking 


Ik 


28 


U 


0 


Using phone 


10 


28 


5 


33 


Preparing meals 


12 


22 


0 


E3 


Taking care of 

personal appearance 


5 


17 


3 


11 


Dressing 


3 


11 


5 


11 


Eating 


3 


6 


1 


6 


Getting in and out 










of bed 


6 


6 


3 


6 



Other people with severe mental problems are able to do 
activities of daily living with some help. The six most common 
activities are (1) going places, (2) bathing, (3) taking medicine, 
(4) doing housework, (5) handling money, and (6) shopping, as show 
in the previous table marked in parentheses. 
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3. Question : To what extent are older people with severe 
mental problems receiving help? 

Answer: Older people with severe mental health functioning 
problems were more likely to receive help than people with severe 
memory problems. 

As shown previously, 13 percent of the older people had 
severe mental problems (severe mental health functioning problem 
and/or severe memory problem). Older people with severe mental 
health functioning problems were more likely to receive help than 
people with severe memory problems. As shown in the following 
table, 55 percent of those people with severe mental health 
functioning problem received help compared to 36 percent ,/ith 
severe memory problems. We considered two kinds of help appropriate 
for treating these problems --mental health service and/or psycho- 
tropic drugs (See Appendix IV). 

Percent of people with : 

Severe mental 

Severe 

Kind of treatment received 
None 

Mental health service 

Psychotropic drugs 

Mental health service and 
psychotropic drugs 

Total 

We estimate that Cleveland had as many as 3,000 older people 
not receiving treatment for severe mental health functioning problems 
and 600 older people not receiving treatment for severe memory 
problems . 



Severe 


health 




memory functioning 
problem problem 


6k 








h > 






^ 36 i 
f U 5 | 




5 „ 






100 


100 





4 Question: What is the estimated cost of compensatory 
services and treatment for older people with severe 
mental problems? 

Answer: An older person with severe mental problems and no 
severe illnesses receives about $2,935 annually in compensatory 
services and treatments. 

We computed the average 1976 annual cost of compensatory 
services received by older people in our sample who were in the 
.severe mental problem categories shown on page 5 • Compensatory 
services are those services provided to people with difficulty 
in performing activities of daily living. We rounded the annual 
costs to the neaiest multiple of $5. 

The annual cost for each older person for compensatory services 
is greater for people having severe illnesses and no severe mental 
problems than it is for people with severe mental problems and no 
severe illnesses- -$3 , 560 compared to $2,180. People having both 
severe mental problems and severe illnesses received the most 
compensatory services- -$4 ,275 annually, as shown in the following 
table . 
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Average 1976 annual cost of canpensatory services for each person 



Kind of 

c cmpens at ory 

service 

Transportation 

Personal care 

Nursing care 

Continuous 
supervision 

Checking 

Hcraemake r 

Meals 

Food/groceries 

Administrative/ 
legal 

Total 



No severe 
mental 
problems 
and /or 
illnesses 

$ 2U0 

330 

380 

5 
5 

205 
35 
30 

5_ 



$1,235 



Severe 
ment al 
problems 
and no 
severe 
illnesses 

$ 115 

905 

655 

5 
5 

365 
55 
65 

10 



$2 , 180 



Severe 

illnesses 

and no 

severe 

mental 

problems 

$ 210 

1.U30 

955 

20 
5 

795 
85 
50 

10 



$3,56o 



Severe 
meiit al 
problems 
and 

severe 
illnesses 

$ 195 
1,750 

i,iuo 

1*0 
5 

9U0 
125 

65 

15 



$^,275. 



We determined the cost of receiving both compensatory services 
and treatment for mental problems. The average 1976 annual cost 
per person for psychotropic drugs was about $65 and for mental 
health services about $690. Combining these costs with compensatory 
services, we estimate that a person with severe mental problems 
and no severe illnesses receives about $2,935 annually in services. 
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S, Question: Because some older people with severe mental 
problems do not receive all the help they need, what is 
the estimated first year cost of providing all help needed? 

Answer : About $4.3 million in compensatory services and 

treatments would be needed annually tcF provide the additional 

help required by people with severe mental problems and no severe 

illnesses. 

As shown on page 4 , 4 percent of our sample had severe 

mental problems and no severe illnesses and 9 percent had severe 

mental problems and severe illnesses. Some received all compensatory 

services and some did not. We computed the 1976 total annual cost 

for providing compensatory services used by these people and the 

additional cost to provide compensatory services to those people 

who did not receive them. As shown in the following table, about 

$20.9 million of services were provided and an additional $1.4 

million would have been needed or about 7 percent increase would 

have been needed to provide all compensatory services required. 

Total 1976 Annual Cost of Compensatory Services 
Category Provided Additional needed Total 

Severe mental problems 

and no severe illnesses $ 2,808,000 $ 60,000 $ 2,868,000 

Severe mental problems 

and severe illnesses 18,101,000 1 ,355 ,000 19,1*56,000 

Total $20 ,909 ,000 $1.M5,000 $22,321*, 000 

Percent Increase 

In addition to compensatory services, treatments for mental 
health problems were considered. Older people received $650,000 
in treatments and others could have used an additional $2.9 million, 
annually. 
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In summary, about $21.6 million in compensatory services and 
treatments were provided in 1976 ($20,909,000 plus $650,000). 
An additional $4.3 million in these services could have been 
provided to people with these problems ($1.4 million compensatory 
services plus $2.9 million in treatments for mental health problems.) 
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APPENDIX I 



METHODOLOGY 

The information contained in this brief is based on our study 

of the personal conditions of older people in Cleveland, Ohio. 

Following are the details of the data gathering and analytical 

methodology used in the study. 

WE LL-BEING STATUS AND 
SERVICES DATA BASEa ~ 

We took a sample from over 80,000 people in Cleveland, Ohio, 
who were 65 years old and older and were not in institutions, such 
as nursing homes. We assured that our sample was demographically 
representative by comparing the characteristics of our sample to 
statistics for the city of Cleveland. 

In our study, 1,609 older people were interviewed by Case 
Western Reserve University personnel from June through November 1975. 
A year later, 1,311 of these older people were reinterviewed. 

In interviewing, we used a questionnaire containing 101 questions 
developed by a multidisciplinary team at the Duke University Center 
for Aging and Human Development. in collaboration with Administration 
on Aging, former Social and Rehabilitation Service, and Health 
Resources Administration. The questionnaire contains questions 
about an older person's well-being status in five areas of functioning 
social, economic, mental, physical, and activities of daily living. 

To identify factors that could affect the well-being of older 
people , we 

--developed specific definitions of services being 

provided to older people and dimensions for quantifying 
the services; 
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--identified the providers of the services — families 
and friends, health care providers, and over 100 
social service agencies; 

--obtained information about the services provided to ' 
each person in our sample and the source and intensity 
of these services; and 

--developed an average unit cost for each of the 28 services. 

In defining and quantifying the services, we used a format 
developed by the Duke University Center to define 28 different 
service. T hese services are defined in appendix V of our prior 
report.!^ Services are defined according to four elements: purpose, 
activity, relevant personnel, and unit of measure. For example, 
meal preparation was defined as follows: 

Purpose: To regularly prepare meals for an individual. 

Activity: Meal planning, food preparation, and cooking. 

Relevant 

personnel: Cook, homemaker, family member. 

Unit of 

measure: Meals. 

Examples: Meals provided under 42 U.S.C. 3045 (supp. V, 

1975), the Older Americans Act, and meals- 
on-wheels programs. 

To quantify the service, we used the unit of measure along with the 

duration, or number of months, during which the service was received. 

We also developed an average unit cost for each service based 

on the experience of 27 Federal, State, local, and private agencies 

in Cleveland between October 1976 and March 1977. ' We compared these 

costs to similar costs in Chicago, Illinois, and Durham, North Carolina. 

As discussed in our prior report, the family and friends are also 

important sources of services. In their absence, any services received 



- /n The Weil-Being of Older People in Cleveland, Ohio," April 19, 1977, 
ERIC HRD-77-70. 
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would have to be from an agency. Therefore, we assigned the same 
cost to family and friend services that we found for agencies. 

Each piece of data was collected so that it could be related to 
an individual in our sample. This included the questionnaire data, 
data on the 28 services provided by social service agencies, and 
data on the services provided by health care providers. By relating 
these data to the individual, we were able to do comparative analyses 
of sampled older people for over 500 different variables. 
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. QUESTIONS FOR DETERMINING MEMORY ABILITY 



L 



PRELIMINARY QUESTIONNAIRE _n. T mi , , 

/ASK QUESTIONS 1-10 AND RECORD ALL ANSWERS. (ASK QUESTION U- 
OIJLY IP SUBJECT HAS NO TELEPHONE.) CHECK CORRECT (♦) OR 
INCORRECT (-) FOR EACH AND RECORD TOTAL NUMBER OP ERRORS BASED 
ON TEN QUESTIONS^ 



CODE 

i ~T" o 



1. What it the date today? 

Month 

2. What day of the week is it? _ 



3- 
1*. 



5. 
6. 



Uay 



Year 



What is the name of this place? — 

What is your telephone number? — 

a. /ASK ONLY IP SUBJECT DOES NOT RAVE A PH0NE.J 
What is your street address? 



Bow old are you? 



When were you born? 



Month 



Day 



Year 



7. Who is the president of the U.S. now? _ 

8. Who was the president Just before him? 
9 # What was your mother's maiden name? _ 



10. Subtract 3 from 20 and keep subtracting 3 fr° a 
each new number you get, all the way down. 



/CORRECT ANSWER IS: 17 1 Ikt H#X 5t 2 



Total number cf errors* 



SOURCE: "Multidimensional Functional Assessment: The 
OARS Methodology" , Duke University Center for 
the Study of Aging and Human Levelopment , 
Second Edition 
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QUESTIONS RELATING TO MENTAL HEALTH FUNCTION 





U. Please answer the following question n Yes n or "Ho" as they 
apply to you now. There are no right or wron* answers, only 
what best applies to you. Occasionally a question may not 
seem to apply to you, but please answer either "Yes" or -No f 
whichever is more nearly correct for you. 




^CIRCLE "TBS" OR "NO" FOR EACEj 






(CODE ALL CAPITAL RESPONSES "1" AND LOWER CASE ANSWERS "0".) 


0 


1 


(1) 




0 


RO 
1 


(2) 


Is your daily life fall of things that keep you Interested?- . 


.yes 

1 


HO 

0 


(3) 




1 


no 
0 


(1*) 




.YES 


no 


(5) 


— %_ j _ i * _ _ ^ A ****** \jm%m\rm n ? nnnthfl VT10fl YOU 

Have you had periods 01 days, weeics, or awnuje w»«u J vy * 
couldnH take care of things because you couldn't "get 


1 


0 

no 

0 


(6) 




.YES 
0 


no 
1 


(7) 




1 


RO 
0 


(8) 




1 


no 
0 


(9) 






no 


(10) 


During the past few years, have you been well most of 


0 

• yes 
1 


1 

NO 
0 


(11) 




.YES 
1 


no 
0 


(12) 




.YES 


no 


(13) 


Have you had difficulty in keeping your balance in 


1 

.YES 


0 
no 


(111) 


Are you troubled by your heart pounding and by a 


1 

.YES 


0 
no 


(15) 


Even when v ou are with people, do you feel lonely much 


1 

YES 


0 
no 


Sum of Responeei. n Capital letters _ ; . 







SOURCE: "Mulitidmensional Functional Assessment: The 
OARS Methodology", Duke University Center for 
the Studying of Aging and Human Development, 
Second Edition. 
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APPENDIX IV 



MENTAL HEALTH 
Purpose : 



TREATMENT DESCRIPTIONS 

To identify and evaluate mental impairments 
which relate to both intra- and interpersonal 
relationships, including individual, marital, 
familial, and environmentally related problems; 
to provide counseling and/or therapy in order 
to aid the individual to resolve these problems 
or to cope with them. 

Mental health evaluation, diagnosis and treatment. 
Psychiatrist, social worker, psychologist, nurse; 
educational, rehabilitation, and pastoral counselors. 
Sessions . 

Psychotherapy {individual or group), counseling, 
crisis intervention, evaluation of need for 
psychiatric hospitalization. 

PSYCHOTROPIC DRUGS 

Purpose: To improve the mood and/or psychological function 

of an individual who is symptomatic, manifesting 
anxiety, depression, thought disturbances, or 
physical symptoms with psychological overlay. 
Activity: Evaluation of need for psychotropic drugs; prescribing 

and/or dispensing of psychotropic drugs. 
Any physician. 



Activity: 

Relevant 
Personnel 

Unit of 
Measure: 

Examples: 



Relevant 
Personnel : 

Unit of 
Measure : 



Quantity and type. 
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Examples: 



SOURCE: 



Valium, Librium, Thorazine, Mellaril, Stelazine, 
Elavil, Triavil, Tofranil, Miltown, Equanil, 
Haldol. 

"Multidimensional Functional Assessment: The 
OARS Methodology", Duke University Center for 
the Study of Aging and Human Development, Second 
Edition 
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WHITE HOUSE CCMEEHENCE CN AGING 



INFORMATION BRIEF #18 



SUBJECT: 



housing of older people 



Attached is information extracted 
frcm an analysis of long-tenn care 
by the Congressional Budget Office 
As shown in the analysis, there is 
a large unmet demand for sheltered 
living arrangements and congregate 
housing. In 1976, 1.5 to 1.9 mil- 
lion people needed this kind of 
housing, but the estimated simply 
was 300,000 to 800,000. 



SOURCE "Lang-term Care for the Elderly and 

CF DATA: Disabled" , Congressional Budget 

Office, Congress of the United States 
Washington, D. C, February 1977. 
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Elderly and Disabled 



February 
1977 

(Reprinted August 1977) 




Congressional Budget Office 
Congress of the United States 
Washington, D.C. 



SUMMARY 



Long-term care refers to health and social services 
provided to chronically disabled, usually elderly, persons. 
Federal state, and local governments spent $5.7 to $5.8 
billion'on long-term care in 1975. Of this, $3.1 billion 
or 56 percent was federal spending. Private expenditures 
for long-term care totaled $5.9 to $7.7 billion. These 
costs will continue to grow as a result of the aging of 
the population, increased utilization of services, and 
inflation. This combination of factors is expected to 
increase total long-term care spending from $11.7 to 
$13.4 billion in 1975 to $25.8 to $31.0 billion in 1980. 
Federal spending under existing programs would be $7.2 to 
$7.6 billion in 1980. 

The presence of a chronic conditio such as arthritis 
or diabetes is one indicator of a potential long-term ca: i 
patient, but it is not a sole or sufficient determinant o. 
need. Functional impairment or the need for as sistance in 
activities of daily living such as eating and bathing is 
a better gauge. Despite a wide variation in estimates of 
the functionally disabled from several national studies, 
the relatively high rate of functional disability among the 
elderly is clear. While 1.2 to 3.9 percent of the popula- 
tion aged 18-64 is estimated to be functionally disabled 
between 11.8 and 16.8 percent of the elderly population is 
estimated to be functionally disabled. Given the incidence 
of functional disability, the total potential demand for 
lone-terra care is estimated to increase from 5.5 to 3.3 
m??lion persons in 1975 to 6.3 to 11.1 million in 1980 and 
to 7.4 to 12.5 million in 1985. 

Long-term care services needed range from frequently 
reauired highly skilled nursing and therapy that must be 
provided in a nursing home to occasional visits by a home- 
maker/home health aide or social porker Of the 5.5 to 
9 9 million persons functionally disabled in 1975, only 
19 to 2 7 million received long-terra care under government 
programs. Medicaid, the federal-state health program for 
the poor, is the principal source (77 percent) of govern- 
ment financing of long-term care. To a lesser degree, 
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long-term care services are financed under medicare, the 
Veterans Administration, the Supplemental Security Income 
program, and Title XX social services. Perhaps 3 to 6.7 
million persons receive basic long-term care services 
from their families but nothing is known about its quality 
oxl adequacy. An estimated 800,000 to 1.4 million disabled 
may receive no form of long-term care. 

Public programs disproportionately support nursing 
home care. Less than 10 percent of public funds are for 
home-based services. This has certain consequences. While 
many disabled receive no long-term care, there is evidence 
that 20 to 40 percent of the nursing home population could 
be cired for at less intensive levels were adequate community- 
based care available. If all services were readily availa- 
ble, the -distribution of the disabled and elderly among 
levels of care would be quite different from its present 
distribution. As seen in the following table, there is a 
large unmet demand for sheltered living arrangements, 
congregate housing, and home health care. 

LONG-TERM CARE ESTIMATED SUPPLY AND POTENTIAL NEED, For . 
Calendar Year 1976, Adults in Millions 



Estimated 

Potential Estimated 
Type of Treatment Need Supply 



Nursing Home Care: Skilled Care 

Intermediate 
Care 

Personal Care Homes, Sheltered 
Living Arrangements, and Congre- 
gate Housing 

Home Health Care and Day Care 

Informal Family Care Only or 
No Care 



0.7 
0.6 

1.5 - 1.9 
1.7 - 2.7 

1.0 - 4.0 



0.9 
0.4 

0.3 - 0.8 
0.3 - 0.5 

3.6 - 7.2 



SOURCE: CBO estimates. 



CHAPTER II 



WHERE LONG-TERM CARE FALLS SHORT 



•GAPS IN COVERAGE 

There is evidence that many of the 5 to 10 million 
adults who might have needed some form of long-term care 
in 1975 were not receiving it. 

An annual average of 1.6 million people were receiving 
care in institutions in calendar year 1976. ""J 10 *";*" 
nuced home health care for 150,000 people. Unde r me dicare, 
home health bills were approved for an estimated 431 »""" 
P ersons--not necessarily different individuals from those 
in 32 medicaid program. 1/ Given medicare / e ^ s ^^' 
these home health expenses are more P^°P e ^ y n ^"!^ r care 
acute care than chronic care. VA funded or Provided care 
for 30,550 veterans in domiciliaries and Provided home 
nealth'services to 1500 veterans. Supplemental state SSI , 
payments were made to 107,000 people in do £* c ^ ia £ Q * S °* 
other supervised living arrangements. 2/ Based upon the 
number of domiciliary and foster home ^ e " deD ^ "rhaps a 
supplemental SSI payments, it xs estimat ed that pe rh ps a 

services at a center during the day. 



1/ Social Security Administration. Based on a 40 percent 
sample of 1974 bills. 

2/ Unpublished data from the Office of Research and 
Statistics, Social Security Administration. 

3/ T.nn ? -Term Care: Actuarial Cost Estimates, Congressional 
- Budget Office, February 1977. 
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Since the recipients of noninstitutional care under 
federal programs may receive services under more than one 
Program and the degree of overlap is unknown a range o 
individuals estimated to be served is shown in Table o 



Table 6 



LONG-TERM CARE ESTIMATED SUPPLY POTENTIAL 
DEMAND, FOR CALENDAR YEAR 1976, Adults in Millions 



Source 



Estimated 
Potential 
Demand 



Estimated 

Number 

Served 



Potential Demand 
Estimated Supply 

Chronic hospitals and facili- 
ties for the deaf, blind, 
and disabled 

Nursing home care (ICF & £>N* ; 

Personal care or domiciliary care 

Sheltered living arrangements 

Home care and day care 
Estimated Total Number Served Under 
Government Programs . , . 

Estimated Informal Care by Families 
Estimated Number Receiving No Care 



5.5-9.9 



0.1 

1.3 

0.2 
0.1-0.6 
0 . 3-0 . 5 a/ 



1.9-2.7 a/ 
3.0-6.7 b/ 
0.8-1.4 c/ 



SOURCE: CBO estimates. 

a/ Function of range of overlap ^n^dio.!... 
possible ^P^^^J^led pooulatlon living with others 

5/ ^p^a^esSdences^conglegate -ousing or sheltered 
living arrangements. These persons may also receive 
home care under public prog rams. receiving 

c/ Estimated disabled living alone less m-b^ 

b^ween r ?hose ?Tving alone and those living with others. 
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Informal basic care is provided to a large degree by 
the families and friends of the disabled. According to the 
NCHS survey of the disabled cited earlier, 88 percent of 
the functionally disabled between 18 and 64 and 70 percent 
of the elderly disabled live with others. Presumably these 
mother individuals provide whatever assistance is required 
by the disabled in the way of shopping, cooking, or per- 
sonal care, although they cannot provide specialized 
health care. The remaining 30 percent of the elderly 
disabled and 12 percent of the disabled age 18-64 live 
alone. If they are not among those receiving home-based 
services 'unded under a public program or do not haye 
relatives nearby to provide assistance, they probably 
receive no care. 

In summary, of the 5.5 to 9.9 million functionally 
disabled, only 1.9 to 2.7 million persons can be identi- 
fied as receiving assistance under formal programs, ui 
these 1.6 million are in institutions and 75,000 to 
635 000 are in other sheltered living arrangements. Home 
health agencies serve up to 500,000 people under medicare 
and medicaid, but some of these people are probably also 
receiving help from relatives and not all can be con- 
sidered to be receiving long-term care. In order to 
estimate the total number of persons receiving services, 
it is assumed that the noninstitut ional ized disabled 
living with others are receiving basic services from their 
families. Under this assumption, an estimated 3 to 6.7 
million disabled are receiving some form of informal care. 
This group may also be receiving home care or may reside 
In congregate housing so that it is impossible to estimate 
how many are receiving only informal family care. More- 
over, nothing is known about the quality or adequacy of 
such family services. Similarly, it is assumed that those 
living alone receive no family care but receive *alf the 
home health care under medicare and med^aid (a simplistic 
and possibly optimistic assumption).- Under this assumption, 
an estimated 800,000 to 1.4 million disabled may r^eive no 
form of long-term care. 
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This uncertainty, combined with the strong possibility 
thit even with a generous noninstitutional service program 
Jhe elderly might ultimately have to be institutionalized, 
Reinforces the conservative inclinations of the states. 

"unexploitpd Potential of Hous ing Programs 

Congregate housing is a concept that can provide an 
alternate Residence and semi-independent lifestyle for 
older people. It has been defined as 

"a residential environment which includes 
services such as meals, housekeeping, heaitn, 
personal hygiene, and transportation, which 
are required to assist impaired, but not i±±, 
elderly tenants to maintain or return to a 
semi-independent lifestyle and avoid insti- 
tutionalization as they grow older. 8/ 

The Department of Housing and Urban Development (HUD) 
operates several programs that provide assistance for con- 
„ PBate housing. These include: (D Section 202 financing 
for^onsSructJo; or rehabilitation of housing for the elderly 
l°d handicapped; (2) Section 231 mortgage ins urance for 
rental housing for the elderly; and (3) specific authority 
ftl cong^ega?! housing in the 1970 Housing and Urban Develop- 
ment Acf Severthelels, HUD can identify only 22 560 units 
of congregate housing funded under these authorities. 9/ 

CBO estimates that a total of 75,000 to 635,000 units 
of congregate housing or rooms in foster homes exist, ^ere- 
ls In es?ima?eS 1.3 \o 1.7 million persons could conceivably 
S^nefit from such living arrangements. 10/ Reasons for the 
J nuXr of units g may include disinterest on the part 
If m prfva?rdevelopers and absence of grantees by state 
and local service agencies to provide meals and other ser 
vices. 

87 U.S. Senate Special Committee on Aging Congregate 

for Older Adults , Senate Report 94-478 94th 
Congress, 1st Session, W ashington, GPO, November 1975. 
Soled in The Impact of v^Pral Housing Programs on the 
Elderly by" Susan Dovell, Congressional Resea rch Service, 

9/ ^SyS^ Developments for 

t t "^^^^^^k^. Congressional 
— Budget Office, February 1*77. 
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fcHTEE HOUSE (INFERENCE CN AGING 



SUBJECT: 



INFHDMZfflQN BRIEF #19 



.Heme care services 



Attached is inf ormaticn extracted 
frcro an analysis of long-term care 
by the Congressional Budget Office. 
Concerning hone care services, the 
analysis estimates that anbulatory 
and heme care services is expected 
to rise to $4 to CIO billion by 
fiscal year 1985, a level up to 
seven times that in fiscal year 1976, 



SOURCE "long-term Care: Actuarial Cost Estimates" 

CF DA33\: Congressional Budget Office , Congress 
( of the United States, Washington, D. C.; 

August 1977. 
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CHAPTER II. SPENDING UNDER PRESENT LAW FOR LONG-TERM CARE SERVICES 



"f«;TIMATED SOURCES AND USES OF FUNDS IN FISCAL YEAR 1976 

Spending for long-term medical services in fiscal 1976 is summa- 
rized in Table 1, according to sources and uses of funds. 1/ The 
estimate of total national spending for these services is between $18 
and $20 billion; of this, roughly A5 percent or $8 to $10 billion was 
raised by private sources. Consumers directly paid $7 to $9 billion; 
the remainder was paid by private insurance policies or philanthropic 
organizations. 

Government programs paid an estimated $10.5 billion for long- 
term care services; of this, $5 billion was paid by the federal 
government and $5.5 billion by state and local governments. Over 
half of all public expenditures ($5.7 billion) was paid through the 
federal/state medicaid programs. State and local governments are 
estimated to have spent another $2.9 billion for direct payments to 
providers. 

An estimated $17 to $19 billion was spent for institutional 
care; of this, $14 to $16 billion or three-fourths, was for care in 
nursing homes or sheltered living faciliies, and $3 billion was for 
hospital care. Only an estimated $1.1 to $1.4 billion paid for 
ambulatory or home health services. 

ESTIMATED SPENDING DURING FISCAL YEARS 1977-1985 

Table 2 shows an estimate of the average number of residents 
of long-term care institutions in 1976. Projections of the average 
number of residents of each type of long-term care institution through 
1985 are a: so given. The average resident total of these facilities 
is estimated to have been between 1.9 and 2.5 million in 1976. These 
numbers will grow substantially during the next decade, to 3.3 to 4.2 
million by 1985.^ 



1/ All figures in this chapter include custodial psychiatric care, 
~ which was excluded from the earlier budget issue paper. 
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TABLE 1. SOURCES AND USES OF FUNDS FOR LONG-TERM CARE SERVICES, FISCAL 
YEAR 1976 a/: DOLLARS IN BILLIONS 





Total 


Total 


Private 
Out-of 
Pocket bf 


Insur- 
ance 


Other 


All Services 


18.1 


7.7 


6.9 




0.4 




to 


to 


to 




to 




20.4 


9.9 


8.9 


0.5 


0.6 


inStltUfclOnal v«ec 


17.0 


7.5 


6.7 




0.4 




to 


to 


to 




to 




18.9 


9.3 


8.4 


0.4 


0.6 


TrtnC7» t0 T7B hf)S n 1 f A 1 S d / 


0.8 


0.2 


0.2 


0 


* 


Ptvrhlif r1r hosolfals d/ 

cOTv till Wllv »r 


2.5 


0.5 


0.4 


0 


* 


Skilled nuTBlnff facilities e/ 


8.7 


4.2 


3.7 


0.4 


0.1 


Intermediate care facilities 


1.9 


0.6 


0.6 


0 


* 


personal care homes 




1.3 


1.2 


0 


0.2 


Hones for physically handicapped 


* 


* 


* 


0 


* 


Homes for the blind and deaf 


0.1 


* 


* 


0 . 




Drug and alcoholism facilities 


0.2 


0.1 


* 


o.i 


* 


Homes tor mentaixy aisturoea 




0.1 


0.1 


o 


* 


Homes for mentally retarded 


0.9 


0.2 


0.2 


0 


* 


Other sheltered living fj 


0.3 


0.2 


0.2 




* 


to 


to 


to 




to 






? 1 

4mm * 




o 


0.2 


imkiii af * n /l Hone Care 


1.1 


0.2 


0.2 








to 


to 


to 








1 A 


U. v 


0 5 


* 


* 


Home health agencies 


0.7 


0.1 


0.1 








to 


to 


to 








0.9 


0.3 


0.3 


* 


* 


Rehabilitation agencies 


0.3 


* 


* 


* 


* 


Private practitioners £/ 


0.1 


0.1 


0.1 








to 


to 


to 








0.2 


0.2 


0.2 


0 


* 



* Less than $50 million. 



a/ Excludes administrative cost of Insurance or government programs and social 
services, assistance with routine chores, food preparation, etc. 

b/ Includes payment*! by all Income maintenance programs, Including supplemental 
security Income, social security, and any state supplements. 

c/ Includes premiums paid by individuals for Part B. 



2h\ 



TABLE 1. (continued) 



State and Local 



Total 




Federal Outlays 








Outlays 




~ Public 




Medi- 


Medi- 








Medi- 






Total 


care c/ 


caid 


VA 


Other 


Total 


caid 


Other 


in A 


















to 














2.5 


2.9 


in 5 


5.0 


0.6 


3.2 


1.0 


0.2 


S.5 




4.5 


0.3 


3.1 


1.0 


0.1 


5.1 


2.5 


2.6 




0.3 


0 


0 


0.3 


* 


0.2 


0 


0.2 


2.0 


0.4 


o 


o 


0.4 


0.1 


1.6 


0 


1.6 


H.J 


2.6 


0.3 


2.1 


0.1 


* 


1.9 


1.7 


0.2 


1.3 


0.7 


o * 


0.7 


0.1 


* 


0.6 


0.5 


0.1 


0.2 


0.1 


P 


0 


0.1 


* 


o.i 


0 


0.1 


* 


* 


0 


0 


* 


* 


* 


0 


* 


0.1 


* 


0 


0 


* 


* 


o.i 


0 


0.1 


0.1 


0.1 


0 


* 


* 


0.1 


* 


* 


* 


0.2 


* 


0 


0 


* 


* 


3.2 


0 


0.2 


0.7 


0.3 


0 


0.3 


0 


* 


0.4 


0.3 


0.1 


n 1 


n 
u 


0 


0 


o 


* 


o.i 


0 


0.1 


0.9 


0.5 


0.3 


0.1 


* 


0.1 


0.3 


0.1 


0.3 


0.6 


0.4 


0.3 


0.1 


' * 


* 


0.2 


0.1 


0.2 


0.3 


0.1 


0 


0 


* 


0.1 


0.1 


0 


0.1 


* 


* 


0 




* 


'* 


0 


0 


0 



d/ Includes custodial services only — i.e., those not receiving active 
treatment to diagnose or cure an illness. 

ef Includes all patients in facilities certified as skilled nursing 
facilities, regardless of actual level of care received. 



X/ Includes only residents not able to live independently in normal 
housing. 

tJ Excludes services of physicians, dentists, and other practitioners 
who normally treat acute illness. 



215 

r 



Bv far the largest number of long-term care patients reside 
By far tne A "g estimated average number of residents 

in nursing homes In the .jt ^ 1^ ^ ^ ^ ^ 

Eon The lack of information on sheltered living facilities prevents 
„r;samation of the number of residents with »-h precision or 
confidence. Between 75.000 and 635.000 persons ^^J 0 '^ 
facilities during 1976. The average number of residents in 1985 Is 
projected at between 114.000 and 980.000. 

Table 3 shows the estimated spending, under ^••wt lw 9 tot 
long-term care medical services during fiscal years 1977-1985. Total 
es^mated spending for these services is -^"1™^*% 
idly, to $64 to $75 billion by fiscal year 1985. In 1985. the largest 
part of this spending would be for institutional services ($59 1 to 
III billion), 'projected spending for custodial care in l-g-term 
and psychiatric hospitals is expected to increase to V a PP r £ im £^ 
$2 billion and $5 billion respectively by fiscal year 1985 by vir tue 
of a projected higher treatment cost per patient. A decline in the 
ntber of patients' is projected. Nursing home expenditures on the 
«th«r hand are projected to quadruple by 1985 to $48.6 billion. 
:ls"ti^g from an' increase in both the number of residents and the 



cost of care. 



Although much smaller in size, estimated spending for ^mbulatory 
A homP care services is expected to rise at a more rapid .rate than 
that for InstiZionalcare. Outlays for these services are projected 
to be $4 to $l" billion by fiscal year 1985. a level up to seven 
tines that In fiscal year 1976. 

Table 4 summarises the projected sources sod uses of funds for 
long-term cat. services io fiscal year IMC. Total a. t mated .p« - 
log for loog-term car. ^edical .arvlca. U » « WJ^lTw to 

^iKioo"^ V.""" for • *«1 ^ 

g^nmlt and to ».* billl.o by state and local governments. 

Table 5 summarises the estimated spending in federal P"8"» s 
that would occur under current law. Total outlay, under federal 

TO^mias^ui^ruSsr V-rr £ 

Jeccton. outlay, would be divided about euusll, batwe.o skilled 
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TABLE 2 ESTIMATED AVERACE NUMBER OF RESIDENTS IN LONG-TERM CARE INSTITUTIONS, 
CALENDAR YEARS 1976-1985: IN THOUSANDS 





197o 


1 077 

X7 / / 


14711 
XJF / o 


1979 

17 / 7 


1980 


1981 


1982 


1983 


1984 


1985 


- 


2061 


2186 


2316 


2452 


2602 


2762 


2929 


3110 


3309 


3517 




to 


to 


to 


to 


to 


to 


to 


to 


to 


to 


All Institutions 


2621 


2772 


2934 


3106 


3292 


3483 


3685 


3901 


4135 


4383 
— 


Long-Term 

HOSpXbSXS ml 


35 


35 


35 


35 


35 


35 


35 


35 


35 


35 


Paychiatric 
nOSpit«x» ml 


140 


135 


130 


125 


120 


120 


120 


120 


120 


120 


CV4 1 1 mA Ntiral ne 

T a #.iHt i(| 
ribiiii ivsi 


935 


1015 


1095 


1175 


1260 


1360 


1460 


1570 


1690 


1815 


Tnt#ra»Hlitt Gift 

Facilities 


365 


390 


420 


450 


490 


525 


565 


605 


650 


700 


rervonti Mire 

f ILllll ACS 


200 


215 


230 


250 


270 


290 


310 


335 


360 


385 


Hoses for 






















rnyeicsxxj 














5 


5 


5 


5 


Handicapped 


4 


4 


5 


5 


5 


5 










Hoses for the 
Blind and Desf 


21 


22 


22 


22 


23 


23 


23 


23 


24 


24 


firtio Addiction 






















sod Alcoholism 
Fsdlltles 


33 




JO 


41 


44 


47 


50 


53 


56 


59 


Hones for Mentslly 
Disturbed 


65 


70 


75 


80 


85 


85 


85 


85 


85 


85 


u fl nM for Mental 1y 
Retarded * 


188 


186 


184 


183 


180 


178 


177 


175 


175 


175 


Other Sheltered 


75 


79 


82 


86 


90 


. 94 


99 


104 


109 


114 


Living b/ 


to 
635 


to 
665. 


to 
700 


to 
740 


to 
780 


to 
815 


to 
855 


to 
895 


to 
935 


to 
980 



«/ include, only those not receiving active trestaent to disgnose or cure en Illness, 
b/ Includes only residents not sble to live Independently In normal housing. 
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billed nursing facilities and home health agencies; under the high 
Selection, outlays for home health agencies would grow to almost 
Hill He level of spending for skilled nursing facilities. 2/ 

Tn flsca i 1977, medicaid program outlays are estimated at $6 
bl llion n and 1S are anticipated at 5/0.5 to $ 21.6 billion by 

Set nine-tenths ^ ^tla, ^ ,0 , ^e»t ^ 
support nursing home residents. Estimacea uuu 7 allon ln 

agency services are expected to grow from less than $200 million 
1977 to between $0.6 and $1.6 billion by 1985. 

Total federal outlays are estimated to be $4.5 billion in 1977 
and to reach $14.7 to $16.9 billion by 1985. 



2/ For interpretation of the low and high projections of *P«"»I 
- for home health agency services, see Chapter IV and Appendix B. 
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T ^L£ 3 TOTAL ESTIMATED SPENDING UNDER PRESENT LAW FOR LONG-TERM CARE SERVICES. FISCAL 
TABLE 3. TOTAL 19g5 £/; oq^kS IN BILLIONS 



1977 1978 1979 1980 1981 1982 1983 1984 1985 



All Servicea 



Institution*! Care 



Long-Term Hoapltala b/ 
psychiatric Hospitals b/ 
Skilled Nursing Fscllltlcs 
Intermediate Care Facilities 
Personal Care Homo 
Hoaea for Physically - 

Handicapped 
Hove a for Blind and Deaf 
Drug and Alcoholism Facilities 
Hoses for Mentally Dlaturbed 
Hons for Mentally Retarded 



Other Sheltered Living c/ 



Ambulatory and Hove Care 



Hose Heslth Agencies 
Rehsbilltstlon Agencies 



private practltlonera &f 



21.3- 24.5- 28.0- 32.0- 36.7- 
24.1 27.7 31.7 36.3 *2.0 



20.0- 
22.1 



22.9- 
25.3 



26.0- 
28.9 



0*8 
2.7 
10.5 
2.3 
1.8 



0.1 
0.2 
0.4 
0.9 

0.3- 
2.5 

1.4- 
1.9 



0.9 
2.9 
12.2 
2.7 
2.1 



0.1 
0.2 
0.4 
1.0 

0.3- 
2.8 

1.6- 
2.3 



1.0 
3.0 
14.2 
3.1 
2.5 

e 

0.1 
0.3 
0.5 
1.1 

0.4- 
3.1 

1.9- 
2.9 



1.1 
3.2 
16.5 
3.6 
2.9 

* 

0.1 
0.3 
0.6 
1.2 



2.2- 
3.5 



0.9- 

1.3 

0.3 

0.1- 
0.2 



1.1- 

1.7 

0.4 

0.1- 
0.3 



1.4- 

2.2 

0*4 

0.1- 
0*3 



1.6- 

2.7 

0.5 



42.1- 48.3- 55.6- 63.7- 
48.4 55.8 6A.7 74.5 



29.9- 34.2- 
32.9 37.7 



39. 
43. 



45.0- 
49.4 



51.8- 
56.7 



1.1 
3.5 
19.2 
4.2 
3.4 

* 

0.1 
0.3 
0.7 
1.3 



0.4- 0.5- 
3.5 4.0 



2.5- 
4.3 



1.3 
3.8 
22.3 
4.8 
3.9 



0.1 
0.4 
0.8 
1.4 

0.5- 
4.4 

2.9- 
5.3 



1.4 
4.1 
25.8 
5.6 
4.6 



0.1 
0.4 
0.9 
1.5 

0.6- 
4.9 

3.3- 
6.5 



1.5 
4.5 
30.1 
6.5 
5.4 

* 

0.1 
0.5 
1.0 
1.6 

0.7- 
5.5 

3.7- 
8.0 



59.4- 
64.8 

1.6 
4.9 
34.9 
7.5 
6.2 



0.1 
0.5 
1.1 
1.7 

0.7- 
6.2 

4.3- 
9.8 



1.8- 

3.4 

0.5 



0.2- 0.2- 
0.3 0.3 



2.0- 

4.3 

0.6 

0.2- 
0.4 



2.4- 

5.4 

0.7 

0.2- 
0.4 



2.8- 

6.8 

0.7 

0.2- 
0.4 



3.2- 

8.6 

0.8 

0.2- 
0.5 



a Leaa than $50 eillion. 

., Exclude, .d.ini.tr.tiv. co.t of io.ur.nc. or public progr... .nd .oci.l ..rvic... ...I- 

t.ncc with routine chore., food rep.r.tlon, «tc. 
b/ Include, only the., not receiving .ctiv. tr..t..nt to dl.gno.e or cur. .n lllne... 
c/ Include, only tho.e not- c.p.ble of Independent living. 
v d/ Exclude, .ervlce. of phy.lcl.n. and dentl.t.. 
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TABLE 4 TOTAL ESTIMATED SPENDING FOR LONG-TERM HEALTH CARE SERVICES, FISCAL YEAR 1980 
TABLE 4. jui^ pR£SENT UW •/: DOLLARS IN BILLIONS 



All Services 



Institutional Care 



Long-Term Hospitals df 
Psychiatric Hospitals df 
Skilled Nursing Facilities e/ 
Intermediate Care Facilities 
Personal Care Homes 
Homes for Physically 

Handicapped 
Homes for the Blind 
Drug and Alcoholism Facilities 
Mentally Disturbed 
Mentally Retarded 
Other Sheltered 

Uvlng tl 

Ambulatory and 
Home Care 

Home HeaXth 
Agencies 

Rehabilitation Agencies 
Private Practitionera &l 



32.0 


14.7 


to 


to 


36.4 


18.3 


29.8 


14.0 


to 


to 


32.9 


17.0 


1.0 


0.3 


3.2 


0.7 


16.5 


8.4 


3.6 


1.1 


2.9 


2.7 


* 


* 


0.1 


* 


0.3 


0.1 


0.6 


0.1 


1.2 


0.3 


0.4 


0.4 


to 


to 


3.5 


3.4 


2.2 


0.7 


to 


to 


3.5 


1.3 


1.6 


0.4 


to 


to 


2.7 


0.9 


0.5 


0.1 


0.2 


0.2 


to 


to 


0.3 


0.3 



13.1 


0.9 


0.8 


17.4 


to 


to 


to 


to 




1.0 


1.3 


18.2 


12.5 




0.7 


15.8 


to 




to 


to 


15.5 


0.8 


1.1 


15.9 


0.3 


0 


* 


0.8 


n 7 


o 


* 


2.5 


7.5 


0.8 


0.1 


8.1 


1 n 
x*u 


o 


0.1 


2.5 


X.J 


w 


0.4 


0.2 


* 


n 
w 


* 


* 




n 
w 


* 


0.1 


0.1 


* 


* 


0.2 


0.1 


* 


* 


0.4 


U.J 


* 


* 


0.9 


0.3 




0.1 


0.1 


to 




to 


to 


2.9 


0 


0.5 


0.2 


0.6 






1.5 


to 






to 


1.1 


o.i 


0.1 


2.4 


0.3 




* 


1.1 


to 




to 


to 


0.7 


0.1 


0.1 


1.9 


0.1 


* 


* 


0.4 


0.2 








to 








0.3 


* 


* 


* 



* Leaa than $50 million. 

a/ Excludes administrative cost of insurance or government programs and social services. 
~ asaiatance with routine chores, food preparation, etc. 

b/ Include, payments by aU income maintenance programs, including supplemental security 
income, social aecurity, and any atate supplements. 

c/ includes premiums paid by individuals. 
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TABLE 4. (continued) 



Total 



Federal Outlay 



State end Local 
Outlays. _ _ 



Medi- 
care cf 



Medi- 
caid VA 



Other Total 



Medi- 
caid 



Other 



8.9 


1.1 


* e 






to 


to 


to 






9.3 


1.4 


5.9 


1.6 


0.4 


8.0 


0.6 


5.7 


1.6 


0.2 


0.5 


0 


0 


0.5 


* 


0.7 


0 




0.6 


0.1 


4.7 


0.6 


4.0 


0.1 


* 


1.5 


0 


1.2 


0.3 




0.1 


0 


0 


0.1 




a 


0 


0 


* 


* 


* 


0 


0 


* 




0.1 


0 


* 


* 


0.1 


* 


0 


0 


* 


* 


0.5 


0 


0.5 


0 




0 


0 


0 


0 


0 


1.0 


0.6 


0.1 






to 


to 


to 






1.3 


0.8 


0.2 


* 


0.2 


0.7 


0.6 


0.1 






to 


to 


to 






1.0 


0.8 


0.2 


* 


* 


0.2 


0 


0 


* 


0.2 


* 


0 


0 


* 


* 


' Includee cuatodlal servicea only — 


ing 


active 


treatment 


to diag 


noae or 



8.4 

to 

8.9 

7.8 

to 

7.9 

0.3 
1.9 
3.4 
1.0 
0.1 

* 

0.1 

0.1 

0.4 

0.5 

0.1 

to 

0.2 

0.6 

to 

1.0 

0.4 

to 

0.8 

0.2 



4.6 

to 

4.6 



4.5 

0 
0 
3.1 
1.0 
0 

0 
0 
0 
0 

0.4 



0.1 
0.1 
to 

0.2 
0 



3.9 

to 

4.3 

3.3 

to 

3.5 

0.3 
1.9 
0.3 
0.1 
0.1 

* 

0.1 

0.1 

0.4 

0.1 

0.1 

to 

0.2 

0.5 

to 

0.8 

0.3 

to 

0.6 

0.2 



e/ Includea all patienta in facilities certified aa akilled 
~ nursing facilitiea. regardleaa of actual level of care 
received. 

f / Includea only reaidenta not able to live independently in 
normal housing, 

%l Excludes aervicea of physicians, dentists, and other 
practitionera vno normally treat acute illneaa. 
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TABLE 5. ESTIMATED SPENDING UNDER PRESENT FEDERAL PROGRAMS FOR SELECTED LONG-TERM CARE SERVICES* FISCAL YEARS 1977- 
1915 1 DOLLARS IN BILLIONS 





1977 


1978 


1979 


1980 


1981 


1982 


1983 


1984 


1985 


Progrea Outlays 


7*1*7.3 


8.4-8.5 


9.7-10.0 


11.3*11.8 


13.2*13.8 


15.3-16.2 


17.7-19.0 


20.6-22.3 


23.9-26.1 


Medicare 


0.7-0.8 


0.9 


1.0-1.2 


1.1*1.5 


1.3-1.7 


1.5-2.0 


1.6-2.4 


1.9*2.8 


2.2*3.2 


Skilled Nursing Faeilitiaa 


0.4 


0.4 


0.5 


0.6 


0.6 


0.7 


0.8 


0.9 


1.0 


Boas Health • Servicea 


0.4 


0.4-0.5 


0.5*0. 7 


0. 7*1.0 


0. 701.2 


0.7*1.2 




1.0*' .8 


1.1*2.1 


Adalalatrative Exptnaes 


* 


* 


* 


* - 0.1 


* - 0.1 


* - o.l 


* - 0.1 


0.1*0.1 


0.1*0.1 


Medicaid 


6.0*6.1 


7.1*7.2 


8.3-8.4 


9.6-9.8 


11.2-11.5 


13.0-13.4 


15.2*15.7 


17.7-18.5 


20.5*21.6 


Skilled Ihiralng Facilities 


4.5 


5.3 


6*1 


7.1 


8.2 


9.6 


11.1 


13.0 


15.1 


Intermediate Cart Faeilitiaa 


1.4 


1.6 


1.9 


2.2 


2.5 


3.0 


3.4 


4.0 


4.6 


Hoae Health Servicea 


0*1*0.2 


0.2 


0.2-0.3 


0.2-0.4 


0.3-0.5 


0.3-0.7 


0.4-0.9 


0.5-1.2 


0.6*1.6 


Adainlatratlve Expcnaes 


0.1 


0.1 


0.1 


0.2 


0.2 

• 


0.2 


0.2-0.3 


0.3 


0.3*0.4 


Other Civilian Progress 


0.3 


0.4 


0.4*0.5 


0.5 


0.6 


0.7*0.8 


0.9 


1.0-1.1 


1.2 


Skilled Nuraing Faeilitiaa 


0.1 


0.1 


0.1 


0.1 


0.2 


0.2 


0.2 


0.3 


0.3 


Intermediate Care Faeilitiaa 


0.2 


0.2 


0.2 


0.3 


0.3 


0.4 


0.5 


0.6 


0.7 


Personal Care Faeilitiaa 


0.1 


0.1 


0.1 


0.1 


0.1 


0.1 


0.1 


0.2 


0.2 


Hose Health Servicea 


* 


* 


* 


* 


* 


* 


* 


* 


* 


Federal Outlays 


4.5-4.6 


5.3*5.4 


6.1*6.4 


7.2*7.6 


8.3*8.9 


9.6-10.4 


11.0*12.2 


12.9-14.3 


14.7*16.9 


Medicare 


% 0.7-0.8 


0.9*1.0 


1.0-1.2 


1.2*1.5 


1.3-1.7 


1.5*2.0 


1.6-2.4 


1.9-2.'8 


2.2*3.2 


Medieaid 


3.4 


4.0-4.1 


4.7 


5.5-5.6 


6.3-6.5 


7.3*7.5 


8.5-8.8 


9.9-10.4 


11.5*12.2 


Other Civilian Prograaa 


0.3 


0.4 


0.4-0.5 


0.5 


0.6 


0.7*0.8 


0.9 


1.0*1.1 


1.0-1.2 



* L... Than $5o ■llllon. 
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WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #20 



SUBJECT: Income and employment of 

older people. 

Attached is information extracted 
from an analysis of employment 
and income of older people living 
in rural and urban locations. 
The analysis, completed by the U.S. 
General Accounting Office, deter- 
mined that: 

--family incomes were lower in 
Kentucky than in the two other 
locations sampled (Cleveland and 
Lane County, Oregon) , and 

--only a small percentage of the 
older people were employed full 
time in any of the locations. 



SOURCE "Comparison of Data cn Older 

OF DATA: People in Three Rural and Urban 

Locations" (HRD-80-83). U.S. 
General Accounting Office, 
Washington, D.C., May 23, 1980. 
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QUESTIONS AND ANSWERS ABOUT PEOPLE 
65 YEARS OLD AND OLDER 
IN THREE LOCATIONS 

DESCRIPTION OF DATA BASES 

The data for our comparative analyses come from three 
separate studies that included information about people 65 
years old and older not residing in institutions. The older 
people in the samples lived in Cleveland, Ohio; Lane County, 
Oregon; and the Gateway Health District, northeastern 
Kentucky. Using Bureau of Census definitions of rural and 
urban, we classified the data from Cleveland as urban, the 
data from Lane County as rural and urban, and the data 
from northeastern Kentucky as rural. 

Cleveland, Ohio 

We took a statistical sample of people from over 80,000 
people in Cleveland who were 65 years old and older and were 
not in institutions, such as nursing homes. In our study, 
1,609 older people were interviewed by Case Western University 
in 1975 and 1,311 were reinterviewed a year later. Our 
analysis used data on the 1,311 older people interviewed in 
1976. We refer to these people in the analyses as urban 
Cleveland. 

Lane County. Oregon 

The Lane County study was made by the University of 
Oregon and the Lane County Community Health and Social Services 
Department . The study was initiated to develop a comprehen- 
sive data base for planning programs for persons 60 years old 
and older living in the county. The county, located in west - 
central Oregon, contains two adjacent cities, Eugene and 
Springfield, which had a 1976 combined population of about 
132,000 (54 percent of the county's population). The county 
also contains four other incorporated areas, each with a 
population over 2,500. 

The selection process for the Oregon study involved a 
statistical sample of 1,197 people from six subareas of the 
county. The people sampled were interviewed in 1978. Data 
from the study are to be used for planning and evaluation 
with a capability to study rural and urban differences. 
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We segregated data on 868 persons 65 years old and older 
from the Lane County sample. We divided the data into three 
groups, which we refer to as rural Lane County, Oregon; urban 
Lane County, Oregon; and Lane County, Oregon (town). They 
are described as follows: 

--Rural Lane County, Oregon- -426 older persons who live 
in unincorporated areas consisting of farms, timberland, 
or open space or in incorporated areas with populations 
of fewer than 2,500 people. 

--Urban Lane County, Oregon- -318 older persons who live 
within the corporation limits of Eugene and Springfield, 
Oregon. Over 60 percent of Lane County's residents 
who are 65 years old and older live in these two cities. 

--Lane County, Oregon (town)- -124 older persons who live 
in three small towns - -Florence , Cottage Grove, and 
Oakridge. These towns have populations of 3,050, 6,900, 
and 3,930, respectively. 

Gateway Health District, Kentucky 

The Gateway Health District studied the demographic 
characteristics and needs of people 60 years old and older 
living in the district. This district consists of five 
counties in northeastern Kentucky (Bath, Menifee, Montgomery, 
Morgan, and Rowan) within the Cumberland Placeau. The 
district is a severely economically depressed rural area 
consisting of small communities and homes dispersed over a 
large area of mountainous terrain in Appalachia. In 1970, 
this area had a population of 55,678. 

A statistical sample of people 60 years old and older 
living in the five-county area was selected for interviews. 
This sample included people from rural and urban areas, and 
people in institutions. People not in institutions were 
interviewed in 1977. Data on 128 people 65 years old and older, 
not in institutions and living in unincorporated or incorporated 
areas of fewer than 2,500 people, were segregated by us from 
this sample and used in our comparative analyses. We refer 
to these 128 people as rural northeastern Kentucky. 



All three studies used the Older Americans Resources and 
Service Questionnaire developed by a mult idisciplinary team 
headed by Dr. George Maddox and Dr. Eric Pfeiffer at the Duke 
University Center for the Study of Aging and Human Development. 
During a personal interview, the older people in the three 
studies replied to 101 questions about their well-being in 
five areas of functioning — social , economic, mental, physical, 
and activities of daily living. Data from these interviews 
were used to answer the following questions. 
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Income 

1. Question : Did family income vary among the three 
locat ions? 

Answer : Family incomes were lower in northeastern 
Kentucky than in the other locations. Over 52 percent of the 
older people in northeastern Kentucky had incomes of less than 
$3,000, compared to 32 percent in Cleveland and 15 percent or 
less in Lane County. (See enc. II.) 

Because married people often have higher incomes than 
single people and because the percentage of married people 
varies at each location, we analyzed income by location and 
marital status. As shown in the following table (even when 
marital status is considered), older people in northeastern 
Kentucky have lower incomes than those in other locations. 
For example, 80 percent of the married people in northeastern 
Kentucky have an income of less than $5,000. In urban Lane 
County only 11 percent of the married people had an income 
under $5,000. 

Urban Rural 



Income Marital 
range status 



Less 
than 

$3,000 Not 



$3,000 

to 
$3,999 

$4,000 

to 
$4,999 

$5,000 

or 
over 



Married 
Not 

married 
Married 
Not 

married 
Married 
Not 

married 



Cleve- 
land 



Lane 

County, 

Oregon 



Married 6 
Not 

married 48 



1 

29 



35 



11 



Lane 
County, 
Oregon 
(town) 

(percent)_ 
3 

32 

15 



10 

23 
19 

11 
65 

18 



26 

7 

14 
89 

31 



25 
5 

11 

85 

32 



Lane 

County, 

Oregon 



3 
37 

12 

24 
14 

9 
71 

30 



29 



North- 
eastern 
Kentucky 



39 
73 

23 

10 
18 

0 
20 

17 
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ENCLOSURE I 



2. Question: Were there differences in sources of 
income among the three locations? 

Answer : Similarities: Most older people at the 
three locations had income from social security —ranging from 
88 percent in northeastern Kentucky to 96 percent in urban 
Lane County. Differences: Fewer people in northeastern 
Kentucky (14 percent) had retirement pensions than elsewhere 
(ranging from 33 percent in rural Lane Comty to 43 percent 
in urban Lane County). Also, more older people in north- 
eastern Kentucky had income from Supplemental Security Income 
payments (18 percent) compared to the other locations--3 
percent in rural Lane County, 5 percent in Cleveland , and 
1 percent in urban Lane County. This information is shown in 
the following table. 



Urban 



Income 
sources 



Cleveland 



Lane 

County, 

Oregoiji 



Lane 
County, 
Oregon 
(town) 



(percent) 



Rural 



Lane 

County, 

Oregon 



North- 
eastern 
Kentucky 



Wage, salary, 



business 
income 


8 


18 


10 


12 


13 


Rental, 
interest , 
investments 


23 


45 


36 


27 


19 


Retirement 
pension 


34 


43 


36 


33 


14 


Veterans ' 
benefits 


5 


7 


11 


5 


9 


Social 
Security 


92 


96 


94 


93 


88 


Supplemental 
Security 
Income 


5 


1 


1 


3 


18 
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Employment 

1 Question: What was the employment status of the 
older people in the three locations? 

Answer- Only a small percentage of the older people 
were emplofpTull time in any of the l.«tJo nS£ -X percen 

S^rirp^SSWiJoT^r. time, as shown in 

the following table. Rural 

Urban 



Employment 
status 


Cleve- 
land 


Lane 

County, 

Oregon 


Lane 
County, 
Oregon 
(town) 

(percent) 


Lane 

County, 

Oregon 


North- 
eastern 
Kentucky 


Full time 
Part time 
Not employed 


2 
6 
92 


3 
11 
86 


1 

9 
90 


1 

5 
94 


1 
5 

94 


Total 


100 


100 


100 


100 


100 



2. Question : Were older people seeking employment 

^ c ^-r- Mnu older people were not seeking employment. 
Three perSSHTor less of the older people in all of the locates 
were seeing employment, as shown in the followmg table. 



Not em- 
ployed 
but 

seeking 
work 



No 



Total 



Urban 



Cleve- 
land 



Lane 
County , 
Oregon 



Lane 
County, 
Oregon 
(town) _ 

(percent) 



Lane 

County, 

Oregon 



Ru ral 
~ 'North- 



eastern 
Kentucky 



3 


2 


1 


0 


1 


97 


98 


99 


100 


99 


100 


100 


100 


100 


100 
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DEMOGRAPHIC CHARACTERISTICS OF SAMPLES 



Urban 



Rural 



Character- 
istics 



Sex: 



Age: 



Male 
Female 



65-74 
75 and 
older 

Education: 

Less than 

12 years 
12 years 
or more 

Race: 

White 
Black 

Marital status: 
Married 
Widowed 
Single 

Income: 

Less than 

$3,000 
$3,000 
to 

$6,999 
More than 
$7,000 

Number in 
sample 



Cleve- 
land 



38 
62 



54 
46 

75 
25 



72 
28 



38 
48 
14 



32 

50 
18 



Lane 
County , 
Oregon 



1,311 



43 
57 



65 
35 

53 
47 



99 
1 



59 
32 
9 



13 

44 
43 

318 



Lane 
County, 
Oregon 
(town) 

(percent) 



40 
60 



59 
41 

56 
44 



100 
0 



55 
40 
5 



15 

50 
35 

124 



Lane 

County, 

Oregon 



50 
50 



64 
36 

62 
38 



98 

2 



67 
25 
8 



14 

51 
35 

426 



North- 
eastern 
Kentucky 



30 
70 



60 
40 

87 
13 



98 

2 



61 

37 
2 



52 

40 
8 

128 



WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF #21 



SUBJECT: Services in the home for older people 



\ 



SOURCE Special analysis of the General 

OF DATA • 

1 ' Accounting Office Data Base on the 

% Well Being of Older People in Cleveland, 
Ohio 



HOME HELP SERVICES 

In our report entitled "Conditions of Older People: National Information 
System Needed" (HRD-79-95, dated September 20, 1979), we estimated that more 
than a third of all the help provided to people 65 years old and older was in 
the form of help in performing activities of daily living, sucn as meal 
preparation or housework. An average $2,400 of this kind of help was provided 
each older person in our sample population in Cleveland in 1975. 

To more specifically identify the kind and nature of home help needed by 
the older population, we analyzed our data collected on the conditions, 
problems, and helps of a random sample from the over 80,000 older people in 
Cleveland, Ohio in 1975 and 1976. Our analysis was designed to answer the 
following questions: 

—How many older people have a need for home help and 
what specific kinds of home help do they need? 

—What portion of the need for home help is being met? 
By whom is it being met— family and friends or 
public agencies? 

—What is the cost of existing home help and who is 
bearing the cost? 

—What would it cost to expand home help'to all older 
people in need? 

—How many older people would get- all their needs met 
by expanding the different kinds of home help? 

Although our analysis is based on data obtained on older people in 
Cleveland, we believe that by knowing about older people in Cleveland, a 
person can form a mental image of older people-their problems and services 
needed . 
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Home help for our purposes is defined as compensatory help, that is, 
help designed to compensate for an older person's inability to do daily tasks 
such as housework or meal preparation. (See page 10 for a description of how 
we matched helps and daily tasks.) 
How many older people need home help? 

Overall 40 percent of our Cleveland sample could not do one or more of 
13 daily tasks. Of the 40 percent, more than half were receiving help, 
mostly from families and friends. The remaining people needed more compensa- 
tory help to do daily tasks. More people needed help with housework than any 
other daily task. The next most needed was help with shopping, then help 
getting places out of walking distance. The following shows the percent of 
people in our sample who needed help by daily task. 



Daily task 


People needing help 
percent number 


Housework 


38 


20,500 


Shopping 


26 


16,400 


Getting places out 
of walking distance 


24 


14,800 


Using telephone or 
taking medicine 


14 


8,900 


Preparing meals 


12 


7,800 


Physical tasks (eating, dressing, taking 
care of appearance, walking, bathing, 
getting out of bed) 


14 


8,600 


Handling money 


12 


7,200 



Considering the need for help in combination, many people had a need for 
multiple kinds of help. Nearly one in every three older people (30 percent of 
our sample) needed help with more than one daily task as shown in the table 
be 1 ow . 
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Number of daily tasks 
person needs help with 


Percent of 
sample 


Number of people 
in Cleveland 


none 


60 


37,600 


one 


11 


6,900 


two 


7 


4,400 


three 


6 


3,700 


four 


4 


2,500 


five 


4 


2,500 


six 


o 
J 


1 ,900 


seven or more 


5 


3,100 




100 


62,600 a/ 



a/Total does not include all older peop.. in Cleveland because the projections 
"are based on only those who responded during interviews and does not include 



those in institutions. 



What portion of the need for home help is being met? 

As stated previously, 18 percent of the sample (228 people) needed more 
compensatory help to do daily tasks. Three-fourths of the 228 people needed 
more help with only one daily task. Help with housework was the most unmet 
need as shown in the following table. 
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Number of people 
Number of daily tasks with unmet need 


Number of people 
in Cleveland 


One daily task 




Housework 90 


4,300 


Physical tasks 22 


1,000 


Handling money 21 


1,000 


Shopping 18 


900 


Getting places out of walking distance 11 


500 


Using telephone or taking medicine _1P_ 


500 


Subtotal 172 


8,200 


More than one daily task _56. 


2,700 


Total m 23 ° 


10,900 



Home help is provided to older people by two primary sources. The first, 
and largest source are the families and friends of older people. The other 
major source is public agencies. To examine the relative importance of these 
two sources, we analyzed our Cleveland data to see which source was providing 
home help to the most older people. We found that most home help was coming 
from families and friends. Seventeen percent of the people in our sample were 
getting all their needs for home help met by family or friends. 

Public agencies were playing an important but smaller role in providing 
home help to older people. When home help from public agencies was considered, 
another 5 percent of the sample had all their needs met. Thus, when 
considering help from both sources—fami lies/friends and public agencies-- 
22 percent of the sample had a need for home help and were receiving all the 
help they needed. 
What is the cost of home hel p? 

To estimate cost of home help, -we gathered and quantified data on home 
help provided by 120 social service agencies and families and friends. We 
than developed an average unit cost for each kind of help based on 1976 
Cleveland cost data and applied it to the units of help provided (see p. 9). 
We used these methods to estimate the cost of home help currently being provided 
to the older people in our sample and to estimate the cost of expanding help to 

all those in need. 

We estimate that each older person in Cleveland received an average of 
$429 of home help in 1976. Families and friends provided more than four-fifths 
of the help with agencies providing the other fifth. We estimate the families 
and friends of older people provided an average $349 of home help for each 
older person and agencies provided another $80 per person. 
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To expand home help to all older people would nearly double the cost of 
existing home help— or cost an additional $423 for each older person in our 
sample. This expanded help when added to the $429 cost of existing help 
would average $852 for each older person each year. 

The bulk of this additional cost— 93 percent— would be to provide help to 
older people who cannot do one of the physical tasks or who cannot do house- 
work. We estimate that to expand help to all older people who could not do one 
or more of the physical tasks without help would 'cost an additional $234 for 
each older person annually. Our comparable estimate for those who could not 
do housework without help was $160 for each older person annually. 

How many older people would have all their needs 
met by expanding the different kinds of home help? 

To identify the benefits of expanding the different kinds of home help, 
we considered how many people would have all their needs for home help met if 
each kind of help were expanded. We first identified the number of additional 
people who would have all their needs met if help with housework were expanded 
to all those in need. We chose housework first because help with housework was 
needed by more older people than any other kind of help. We then considered 
how many more people would have all their needs met if both help with house- 
work and help with shopping were expanded. We then added the other kinds of 
help into the analysis until we had considered all seven kinds of help. 

The following table shows the results of our analysis for the estimated 
62,600 noninstitutionalized older people in Cleveland in 1976. To illustrate, 
if help with housework were expanded to aM the older people in Cleveland who 
needed but were not getting such help an additional 4,300 older people would be 
receiving all the home help needed. Similarly, if help with shopping were 
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expanded (in addition to help with housework), another 1,600 older people 
would have all their needs met. The remainder of the table shows a comparable 
analysis for help with other daily tasks as expanded incrementally. 

Estimated additional 
Kind of daily older people receiving 
task helped all needed help. 

Housework 4 » 300 

Shopping 1 ' 600 

Physical tasks 1 ' 50 ° 
Using telephone 

or taking medicine 700 

Handling money 1 » 500 



Preparing meals 



600 



Getting places out of 
walking distance — 

Total 

Using our Cleveland data we then estimated the cost to expand the 
different kinds of help and related it to the number of additional people who 
would have all their needs met if each kind were expanded incrementally. The 
following table shows that it would cost an estimated $1*' million to provide 
help with housework to all the older people in Cleveland who needeu such help 
and, as a result, an additional 4,300 older people would be receiving all help 
needed. Similarly, if help with shopping were expanded, in addition to help 
with housework, it would cost another $1 million and another 1,600 older 
people would have all their needs met. The remainder of the table shows a 
comparable analysis for help with other daily tasks as expanded incrementally. 
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Kind of daily 
task helped 



Housework 

Shopping 

Physical tasks 

Using telephone or 
taking medicine 

Handling money 

Preparing meals 

Getting places out of 
walking distance 

Total 



Estimated additional 
cost to expand help 

in Cleveland 

(million) 

10.0 

1.3 

14.6 

0.2 
0.1 
0.2 

0.1 
26.5 



Estimated additional 
older people receiving 
all needed help 



4,300 
1,600 
1,500 

700 
1.5C0 
600 

700 



10,900 
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METHODOLOGY 



The information contained in this brief is based on our study of the 
personal conditions of older people in Cleveland, Ohio. Following are the 
details of the data gathering and analytical methodology used in the study. 

WELL-BEING STATUS AND 
SERVICES DATA BASES 

Ue took a sample from over 80,000 people in Cleveland, Ohio, who were 
65 years old and older and were not in institutions, such as nursing homes. 
We insured that our sample was demographically representative by comparing 
the characteristics of our sample to statistics for the city of Cleveland. 

In our study, 1,609 older people were interviewed by Case Western 
Reserve University personnel from June through November 1975. A year later, 
1,311 of these older people were reinterviewed. 

In interviewing, we used a questionnaire containing 101 questions 
developed by a multidisciplinary team at the Duke University Center, in 
collaboration with the Administration on Aging, former Social and Rehabili- 
tation Service, and Health Resources Administration. The questionnaire contains 
questions about an older person's well-being status in five areas of 
functioning—social, economic, mental, physical, and activities of daily living. 

To identify factors that could affect the well-being of older people, we 

—developed specific definitions of services being provided 
to older people and dimensions for quantifying the services; 

—identified the providers of the services— families and 
friends, health care providers, and over 100 social 
service agencies; 

—obtained information about the services provided to each 
person in our sample and the source and intensity of 
these services; and 

—developed an average unit cost for each of the 28 services. 
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In defining and quantifying the services, we used a format developed by 
the Duke University Center to define 28 different services. These services 
are defined in appendix V of our prior report. 1/ Services are defined 
according to four elements: purpose, activity, relevant personnel, and unit 
of measure. For example, meal preparation was defined as follows: 
Purpose: To regularly prepare meals for an individual. 
Activity: Meal planning, food preparation, and cooking. 
Relevant 

personnel: Cook, homemaker, family member. 

Unit of 
measure: Meals. 

Examples: Meals provided under 42 U.S.C. 3045 (supp. V, 1975), 
the Older Americans Act, and meals-on-wheels programs. 

To quantify the service, we used the unit of measure along with the duration, 
or number of months, during which the service was received. 

We also developed an average unit cost for each service based on the 
experience of 27 Federal, State, local, and private agencies in Cleveland 
between October 1976 and March 1977. We compared these costs to similar costs 
in Chicago, Illinois, and Durham, North Carolina. As discussed in our prior 
report, the family and friends are al important sources of services. In 
their absence, any services received would have to be from an agency. There- 
fore, we assigned the same cost to family and friend services that we found 
for agencies. 

Each piece of data was collected so that it could be related to an 
individual in our sample. This included the questionnaire data, data on the 
28 services provided by social service agencies, and data on the services 

]/"The Well -Being of Older People in Cleveland, Ohio," April 19, 1977, 
HRD-77-70. 
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provided by health care providers. By relating these data to the individual, 
we were able to do comparative analyses of sampled older people for over 500 
different variables. 

Services or help provided is intended to either remedy a specific 
problem or help the older person cope with it. For example, an older person 
who has very little social contact quite often feels lonely. The condition is 
that the person feels lonely. The problem is a lack of social contact. The 
help— social -recreational services—would provide opportunities for more social 
contacts, thereby decreasing feelings of loneliness. In other instances, older 
people are unable to perform the normal activities of daily living and need 
help in coping with their disabilities. This kind of help— called compensatory 
help— is designed to perform activities that older people cannot do for them- 
selves, as shown below: 
Tasks of daily living 

Can you use the telephone - without help, including looking up numbers 
and dialing— if not, then compensatory help could be any one of - 
checking, continuous supervision, personal care, nursing care. 

Can you take your own medicine - without help (in the right doses at 
the right time)— if not, then compensatory help could be any one of - 
checking, continuous supervision, personal care, nursing care. 

Can you get to places out of walking distance - without help (can 
travel alone on buses, taxis, or drive your own car)— if not, then 
compensatory help could be any one of - escort, transportation. 

Can you go shopping for groceries or clothes (assuming person has 
transportation) - without help (taking care of all shopping needs 
yourself, assuming you had transportation)— if not, then compensatory 
help could be any one of - escort, food - groceries, shopping. 

Can you prepare your own meals - without help (plan and cook full meals 
yourself)— if not, then compensatory help could be any one of - 
meal preparation. 
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Gan you do your housework - without help (can scrub floors, etc.)— if 
not, then compensatory help could be any one of - homemaker 

Can you handle your own money - without help (write checks, pay bills, 
etc.)-if not, then compensatory help could be any one of - administra- 
tive or legal . 

Physical tasks of daily living 

Can you eat - without help (able to feed yourself completely )--1f not, 
then compensatory help could be any one of - personal care, nursing 
care. 

Can you dress and undress yourself - without help (able to pick out 
clothes, dress and undress yourself)— if not, then compensatory help 
could be any one of - personal care, nursing care. 

Can you take care of your own appearance, for example combing your hair 
and (for men) shaving - without help-if not, then compensatory help 
could be any one of - personal care, nursing care. 

Can you wa '< - without help (except from a cane)— if not, then 
compensatory help could be any one of - personal care, nursing care. 

Can you get in and out of bed - without any help or aids-if not, then 
compensatory help could be any one of - personal care, nursing care. 

Can you take a bath or shower - without help-if not, then compensatory 
help could be any one of - personal care, nursing care. 

The six physical tasks of daily living shown above can be compensated for 

by one of the same two relevant compensatory helps. For this analysis, we 

combined the six and considered if a person could not do any one of six they 

needed one of two helps— personal care or nursing care. 




11 



*1i 



t 



WHITE HOUSE CONFERENCE ON AGING 



INFORMATION BRIEF 3 2 3- 



SUBJECT: Disability of men 

t 



SOURCE: United States General Accounting Office 

analysis of data from the "National 
Longitudinal Surveys" created by the 
Ohio State University Center for Human 
Resource Research. 



o 24. 
ERIC 



^ DISABILITY OF MEM 

This brief provides sane insight into disability of men. Specifically, the 
data presented is about men whose ages ranged from 45 to 59 in 1966 and follows 
than as they aged over a 10 year period- -1966- 1976. Our analysis was directed 

towards 

—showing sources of disability payments and whether 

the sources changed over time, and 
—describing what happens over time to men who were 

receiving a disability payment in 1966. 
Because age is a primary factor in labor force participation and indirectly 
on eligibility for seme disability payments, all the data is presented by age. 
This "Brief is divided into three sections: (1) background, (2) methodology, and 
(3) results of our analysis in question-and-answer form. Appendix I provides a 
description of the data base. 
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BACKGROUND 

Disability in general terms describes any reduction of a person's activi- 
ties resulting from an accute or chronic health condition. This includes changes 
in the amount of work or other activities pursued. Depending in part on the 
duration of the functional limitation, disability may be short-term, long-term, 
or permanent. 

In 1976, about 2.1 million males between the ages of 45 and 54 had work- 
related disabilities. This represented 18 percent of the population in this 
age group. Approximately 860,000 were completely unable to work because of 
their disability. 

In the age group 55 to 64, another 2.7 million had work-related disabili- 
ties. Approximately 1.2 million of those with work-related disabilities in this 
age group were not working. 

Some monetary compensations are directly related to a type or cause of 
disability. For instance, Workmen's Compensation is the social insurance program 
that provides compensation to workers disabled on-the-job. Indemnity benefits 
are provided through (1) cash payments for total disability and death, replacing 
a portion of lost wages; (2) cash payments for partial disability, often as a 
scheduled payment for loss of specific body parts or functions; (3) medical care 
benefits; and (4) rehabilitation services. Benefits generally are paid weekly 
or, especially when determination of eligibility and the amount to be received 
is negotiated between employers and/or insurance companies on the one hand and 
workers and/or their unici or lawyer representatives on the other, the payment 
may be a lunp sun. 

Another disability compensation program is the disability insurance part 
of the Old Age, Survivors, and Disability Insurance (OSADI) program. Workmen's 



Compensation complements the QASDI program in offering income-maintenance and 
medical protection for short-term disability and for permanent partial disabili- 



ties. 



A third disability compensation program is Supplemental Security Income 
(SSI) which in 1974 replaced categorical grants to the permanently blind and/or 
totally disabled. Workmen's Compensation and SSI payments are also complementary 
because disabled workers may turn to SSI for support when Workmen's Compensation 
benefits either end or furnish insufficient income replacement. 

Another source of disability payments is the Veterans Administration for 
service-connected disability compensation. In 1976 there were approximately 2.2 
million veterans receiving compensation (58 percent were World War II survivors). 
METHODOLOGY 

For this brief, disability is defined in terms of an actual cash receipt 
from one or more disability programs. These sources include Workmen's Compen- 
sation, Veterans Administration, the former categorical programs - aid to the 
permanently blind and disabled (now under SSI), Social Security Disability pay- 
ments and private disability plans. 

This definition may exclude some menhave severe limitations^, have not 
yet qualified for program participation, or have limitations not severe enough 
to qualify them for a cash payment. Included within the definition are veterans 
who get service-related disability payments which may have little near-term affect 
on the economic earning power of the recipient. The analysis for this brief did 
not pursue or attempt to interrelate the needs or degree of disability of those 
getting cash payments to those not receiving payments. 

The sample as taken in 1966 was divided into three age groups age 45-49, 
50-54, and 55-59 based on their reported age in the first interview year (1966). 



Over the time period between 1966 and 1976, information was collected in eight 
of these years. For our analysis, the data base yielded three snapshots in 
time— 1966, 1970, and 1975— to look at the question of long-term changes in those 

receiving disability payments. 

To aid the reader, the data that follows is in question-and-answer form. 
Appendix I provides a description of the data base. 
QUESTIONS AND ANSWERS 

1. Question : What percentage of the sample was receiving 
a disability payment in 1966? 

Answer : Overall, 11.1 percent of the sampled men were receiving disability 
payments in 1966. While only 11 percent received a disability payment in 1966, 
another 20 percent of the sample reported health related problems who were not 

receiving any payments. 

The percentage of those getting cash payment varied slightly by age group 
varying fron 9.9 percent to 12.6 percent as shown in the following table. 

Percent and number receiving disability payments in 1966 by age 



Category 

Number in age group 

Number receiving a 
disability payment 

Percent receiving a 
disability payment 



45 -49 


50-54 


55 - 59 


Total 


1,835 


1,724 


1,461 


5,020 


203 


170 


184 


557 


11.1 


9.9 


12.6 


11.1 
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2 Question- For those receiving payments, what were the sources of 
payments 'and what were the differences in source of payments between 
age groups? 

Answer; Overall, the Veterans Administration was the major source of 
dis 'Uty payments. Itowever, there were considerable differences between the 
age groups. The following table shows the percent coming from each source. 



Age comparison of 1966 disability 
payment sources 



45 - 49 



50-54 



55 59 



(percent) •* — 



Multiple sources 
(2 or more below) 


9.3 


9.4 


10.9 


Categorical aid 
(after 1974 SSI) 


1.0 


3.5 


3.8 


Private plans 


8.9 


18.8 


13.0 


Workmen's compensation 


12.3 


11.8 


15.2 


Social security disability 


9.9 


16.5 


33.2 


Veterans Administration 
disability 


58.6 


40.0 


23.9 


Total 


100.0 


100.0 


100.0 



As shown in the previous table, the Veterans Administration was the largest 
source for both the 45 to 49 and 50 to 54 age groups. These percentages (58.6 
percent and 40.0 percent, respectively) reflect a high concentration of world 
War II veterans with service connected disabilities. The second highest source 
for the 45 to 49 age group is Workmen's Compensation. 

The 55 to 59 age group received the largest portion of their payments from 
social security (33.2 percent). 
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3. Qu estion : For those receiving disability payments in 1966, what portion 
vJere these payments of their total family income? 

Answer ; Without considering family size, duration of disability, or 
additional sources of income, about 17 percent of those in the 55 to 59 age 
group received their total family inocme from disability payments. As shown in 
the following table, the greater the age, the more likely a person will obtain 
a larger portion of his total family income from disability payments. 

Per cent ot total family icome coming 
rroSTdisability payments in 1966 by age 

Percent of family r Q 
income from 45 - 49 50 - 54 55^2 
disability payments (percent; 

59 47 27 



Less than 10 
10 to 49 
50 to 99 

100 

Total 



25 31 31 

14 25 n 

22 >42 

_8' R 

100 100 




4. Question ; If a person receives a disability payment, is he out of the 
the labor force? 

Answer: To the contrary, many persons receiving disability payments are 
full-time workers. While each of the five sources can not be exclusively cate- 
gorized as payments to someone who is not able to work as opposed to someone who 
is able to work, generally, persons receiving social security disability payments 
were non-workers. In the case of payments from the Veterans Administration, in 
all age groups, at least 50 percent of those drawing just a Veterans Admini- 
stration disability were working 48 weeks or more during 1966. 



o 2i 
ERIC 



5. Question : For those men receiving a disability payment in 1966, what 
happened over time to these men? 

Answer: Over time means a time span from 1966 to 1975— a 9-year period. 
Over this time span, we looked at two years, 1970 and 1975 to see if those getting 
disability payments in 1966 continued to receive them. If they had their disa- 
bility payments discontinued, we tried to determine whether they returned to 
the labor force or retired. 

The percent of men continuing to receive disability payments decreased over 
time from 51 percent in 1966 to 24 percent in 1975, as shown in the following 
table. 

Percent of 1966 disability receivers 
continuing to receive disability 
oents from 



payments 



1966 through 1975 



45 - 49 



Category 

Continue to receive 
payment(s) 

Disability payment(s) 
discontinued 

Deceased by 1976 



51 

31 
18 
100 



50 - 54 55 - 59 
■ (percent) 

46 24 

23 33 
31 43 
100 100 



Nurber Receiving in 

1966 203 



170 



184 



Age plays a role in determining whether the man who received disability pay- 
ments in 1966 but who subsequently had the payment(s) discontinued, returned to 
the labor force. Men in age grouping 45 to 49 who received workmen's compensation 
and/or aid from private disability plans, often returned to the labor force as 
full-time workers and continued working. For example, 44 percent of the men in 
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age grouping 45 to 49 whose disability payment had discontinued by 1975, also 
had it discontinued in 1970 and in 1966 had received payments from either work- 
men* s compensation or private disability plans. Overall,85 percent of those wh se 
payments were discontinued after 1966 in the 45 to 49 age grouping were working 
48 weeks or more in 1975. Thus, most men who lost a payment in the 45 to 49 
age grouping, were in the labor force in 1975. 

In contrast, men in the age grouping 55 to 59 who subsequent to 1966 had 
their disability payments discontinued, often reentered the labor force to drop- 
out again. By 1975,, where most should have been retired (men are now ages 64 
to 69), few were receiving retirement pensions and many were on the federally 
sponsored program— aid to the low income aged. 
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1/ 

DESCRIPTION OF THE DATA BASE 

The information contained in this brief is based on the National Longitu- 
dinal Surveys. Following is a description of the data gathering and methodology 
from the surveys. 
The Sample 

The analysis in this brief are based on data from the National Longitudinal 
Surveys. These surveys were designed by the Ohio State University Center for 
Human Resource Research under a contract with the Employment and Training Admini- 
stration of the U.S. Department of Labor. The sample design, field work, and 
the initial stages of data processing were the responsibility of the U.S. Bureau 
of the Census under a separate contract with the Employment and Training Admini- 
stration. In addition to the sample of middle-aged men between the ages of 45 
and 59 on which the data of this brief are based, the National Longitudinal Surveys 
include three other age-sex cohorts: women between the ages of 30 and 44, young 
men between the ages of 14 and 24, and young women in the same age category. 
Each of the four age-sex cohorts is represented by a multi-stage probability 
sample located in 235 sample areas comprising 485 counties and independent cities 
representing every state and the District of Columbia. 

The members of the sample who provided the information ware selected to be 
representative of the approximately 15 million men in the U.S. civilian noninstitu- 



1/This description is an abbreviated form of the published description 
" of the data bases contained in "The Pre-Retirement Years: A Longitudinal 
Study of the Labor Market Experience of the Cohort of Men 45-59 Years of 
Age" by Herbert S. Pames, B.M. Fleisher, R.C. Mil jus, R.S. Spitz and 
Associates, October 1968 
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tionalized population who in 1966 were between the ages of 45 and 59. However, 
one of the survey requirements was to provide separate reliable statistics for 
blacks, and in order to provide sufficient numbers of observations for reliable 
racial comparisons, the sampling ratio for black men was between three and four 
times as high as for whites. Thus, the sample of 5,020 men originally inter- 
viewed in 1966 included 3,518 white men, 1,420 black men, and 82 men of other 



races. 



Of the 5,020 men interviewed in 1966, 3,487 remained in the sample as of 
1976. Sampling weights have been adjusted to reflect the effects of attrition 
through death and nonresponse. Thus, for most of the analysis the sample may 
be regarded to represent those men in civilian population who in 1966 were 
between the ages of 55 and 69. The number of men interviewed in each age group 



were: 





Number of 


Age Group 


Men Interviewed 


45 - 49 


1,835 


50-54 


1,724 


55 - 59 


1,461 




5,020 


Total 





The data for the sample were collected in a series of eight surveys of the 
members of the sample. Extended face-to- face interviews were conducted in 1966, 
1967, 1969, 1971, and 1976. In 1968 there was a very brief mailed questionnaire, 
and in 1973 and 1975 short telephone interviews were conducted. 

Because the survey studied the cohorts systematically for this 10-year period, 
the National Longitudinal Survey has two distinct advantages, characteristic of 
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longitudinal population studies. First, it involves measurement or description 
of one or more characteristics of the same group of individuals a t two or more 
points in time. Second, it involves analysis of relationships among the charac- 
teristics of these individuals at different times or of changes in one or more 
of their characteristics over time. 
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